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Disorder
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February 2011, Year One
ABSTRACT
Mindfulness-based approaches are being used more frequently in the treatment of 
common mental health conditions. Mindfulness techniques have recently been 
applied to individuals with obsessive-compulsive disorder (OCD). This review aims 
to provide a critical appraisal of the conceptual and empirical status of mindfulness 
techniques for OCD. A literature search was conducted using PsychlNFO, ISI web of 
science and PsychARTICLES. The papers reviewed consisted of a conceptual 
account of mindfulness for OCD and four empirical studies investigating 
mindfulness techniques in the treatment of OCD. Conceptually, mindfulness may 
improve symptoms through altering beliefs about the meaning of intrusive thoughts. 
The preliminary empirical evidence illustrates that mindfulness techniques show 
promise in the treatment of OCD. However, fiirther more hypothesis-driven research 
is required to strengthen its conceptual and empirical status.
1. INTRODUCTION
1.1 Obsessive-Compulsive Disorder
Obsessive-compulsive disorder (OCD) affects around 1 in 100 people in the UK 
(Torres et al, 2006) and is characterised by intrusive obsessions and compulsive 
behaviours. Obsessions are often experienced as persistent thoughts, impulses, or 
images that can cause noticeable anxiety. Compulsions occur in response to 
obsessions with the aim of reducing distress. These may consist of repetitive 
behaviours (for example washing or checking) or mental acts (such as counting). 
Whilst the individual recognises that the obsessional thoughts, images or impulses 
are a product of their own mind, they are acknowledged as being excessive. The 
obsessions and/or compulsions are time consuming (often taking up more than an 
hour per day) and may cause marked impairment in fimctioning (American 
Psychiatric Association, 2000). OCD has been associated with significant 
impairments in social functioning and quality of life (Eisen et al., 2006). It also has 
high comorbidity rates with other psychiatric disorders (Torres et al., 2006).
Current treatments for OCD are dominated by cognitive models. Research suggests 
that the majority of individuals experience intrusive thoughts (Rachman & deSilva, 
1978). Cognitive models suggest that individuals with OCD mis-appraise these 
intrusive thoughts leading to extreme emotional responses and strategies to manage 
the thoughts or their feared consequences (Clark, 2004). Cognitive behavioural 
therapy (CBT) for OCD involves challenging mis-appraisals of intrusive thoughts 
through discussion and behavioural experiments (often exposure and response 
prevention, ERP, within a cognitive framework). CBT as an efficacious intervention 
for OCD has received good empirical support (for example Freeston et al, 1997).
The National Institute for Health and Clinical Excellence (NICE) draws on the 
evidence base to inform best practice. CBT is a recommended treatment for OCD in 
the NICE guidelines (NICE, 2005). However, there is a high attrition rate in CBT 
trials involving ERP and this client group remain difficult to treat (Marks, 2003).
1.2 Mindfulness
Defined as intentionally attending to the present moment with a non-judgmental 
awareness of inner and outer experiences (Kabat-Zinn, 1994 p. 4), mindfiilness 
originated in the Far East, as a key foundation of Buddhist meditation. There is 
evidence to suggest that levels of mindfulness can be increased through formal skills- 
based training and meditation exercises to promote psychological well-being and 
alleviate distress (Segal, Williams & Teasdale, 2002).
Mindfiilness-based stress reduction (MBSR; Kabat-Zinn, 1990) and mindfulness- 
based cognitive therapy (MBCT; Segal, Williams & Teasdale, 2002) are two 
interventions that adopt mindfulness in their approach. MBSR is a week group 
intervention lasting around eight to ten weeks which emphasises instruction and 
regular practise in mindfulness meditation skills. For example, the body scan is an 
exercise in which attention is directed to areas of the body. Sensations are carefully 
observed in an accepting and non-judgmental way. This can be applied to thoughts 
and feelings in that participants are encouraged not to become absorbed in their 
content, but stand back and observe thoughts non-judgementally (Kabat-Zinn, 1990).
Mindfiilness-based cognitive therapy is an 8-week group intervention which 
incorporates elements of cognitive therapy that facilitate a decentred view of one’s
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thoughts, feelings and physical state (Segal et a l, 2002). MBCT was originally used 
to prevent depressive relapse. In their information processing theory, Teasdale, Segal 
and Williams (1995) suggest that cognitive therapy works as clients must stand back 
and distance themselves from their problem cognitions and develop their 
metacognitive awareness, rather than altering the content of the problematic 
cognitions themselves (for example through cognitive restructuring), as Beck (1967) 
proposed in his cognitive theory of depression. Metacognition refers to a cognitive 
process that involves the appraisal, control and monitoring of thoughts (Wells, 2000).
There is a growing empirical evidence base for mindfulness-based interventions as a 
valuable treatment for recurrent depressive episodes and anxiety disorders (see 
Chiesa & Serretti, in press), which has been recognised by the NICE guidelines for 
those with recurrent depression at risk of relapse (NICE, 2009).
The theoretical conceptualisation and treatment of OCD are dominated by a 
traditional, ‘second wave’ cognitive behavioural approach, which is not always 
effective (for example Foa, 1996). It has been argued that CBT may be preferential 
to other forms of psychotherapy as it lends itself to time-limited controlled trials and 
thus appears to be ‘more scientific’ due to its compatibility with a quantitative 
approach in empirical research (Roth & Fonagy, 2005). With advances in ‘third 
wave’ cognitive therapies, mindfiilness-based approaches are being used increasingly 
in mental health services in the West (Baer, 2003).
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1.3 Rationale and Objectives
1.3.1 Position of interest
As a Trainee Clinical Psychologist working within a scientist-practitioner framework 
in a National Health Service (NHS) secondary care setting, I draw on the empirical 
evidence base to inform my clinical practice. I have recently received a referral to 
use mindfulness techniques with a client experiencing symptoms of OCD. I am 
aware of the current evidence base for OCD and its limitations, in addition to the 
value of mindfulness techniques for other disorders, such as depression. As a result, I 
propose that a review of mindfiilness as an alternative intervention for OCD could be 
a fruitful line of enquiry to inform my practice.
1.3.2 Objectives
A review of the conceptual and empirical literature on mindfulness techniques for 
OCD will be presented and critically appraised. The author will subsequently 
synthesise the literature and comment on the conceptual and empirical status of 
mindfulness for OCD.
2. METHOD
2.1 Literature Search
A literature search was conducted using PsychlNFO, ISI web of science, 
PsychARTICLES and references of retrieved articles. It included papers indexed by 
these electronic databases published up to November 2010. The main search terms 
were, “mindfulness”, “mindfulness based cognitive therapy” and “MBCT” in 
combination with “obsessive compulsive disorder” or “OCD”.
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2.2 Selection of Studies
For inclusion, studies had to investigate the efficacy or effectiveness of mindfulness 
techniques for OCD. There were no inclusion criteria with regards to the 
methodology (experimental design, type of data collected, main outcome measure 
used) or statistical analysis used.
Studies were excluded if they were not published in English (two articles), 
investigated non-clinical samples (one article), or were book chapters (five extracts). 
Studies of interventions in which mindfulness may be incorporated, but that did not 
investigate mindfulness in itself were beyond the scope of the current literature 
review and therefore excluded. The final papers selected for review consisted of one 
conceptual account of mindfiilness for OCD and four empirical studies investigating 
mindfiilness techniques in the treatment of OCD.
3. LITERATURE REVIEW
This section will summarise, critique and synthesise the conceptual and empirical 
literature on mindfulness techniques for OCD.
3.1 Conceptual Summary
Fairfax (2008) proposes that cultivating a mindful relationship towards thoughts 
helps the client learn that thoughts do not need to be responded to. More specifically, 
it is proposed that mindfulness could change the way the thought is interpreted in 
OCD as it reduces the thought-action fusion belief (TAF; Fairfax, 2008). TAF 
assumes an interpretation that having a thought is as bad as acting out that thought in
13
reality (moral TAF) or that having a thought increases the likelihood that it will 
happen in reality (likelihood TAF; Fairfax, 2008). TAF has been proposed as an 
underlying mechanism in the cognitive maintenance model of OCD and has received 
empirical support (Rassin, Diepstraten, Mercklebach, & Muris, 2001).
It is proposed that mindfulness helps to move away from the belief that thoughts are 
treated as facts and have to be responded to (Fairfax, 2008). In ‘moral TAF’, this 
would help challenge the negative and critical beliefs about the self, which result 
from a dissonance between one’s morals and one’s thoughts, and a belief that 
thinking immorally is akin to acting in an immoral way (Fairfax, 2008). With 
‘likelihood TAF’, mindfiil awareness would acknowledge the urge to respond to the 
fear elicited by the intrusive thought, accept it for what it is and allow a different way 
of responding to the thought. Over time, the association between the thought and 
urge is diminished (Fairfax, 2008).
3.2 Empirical Summary
The four empirical research papers retrieved on mindfulness for OCD included two 
case reports, one case series and one report on a mindfulness group for OCD. The 
first case study published investigating mindfulness for OCD in a 25-year old White 
Caucasian female with a history of ‘treatment-resistant’ OCD and comorbid 
depression concluded that 12 sessions of mindfulness training show promise in 
alleviating symptoms of OCD (Singh, Wahler, Winton & Adkins, 2004). The 
intervention aimed to teach the client to accept her intrusive thoughts and adopt a 
non-judgmental stance towards them through mindful meditation techniques. Post­
treatment OCD symptoms, as measured by the Yale-Brown Obsessive-Compulsive
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Scale (Y-BOCS; Goodman et a l, 1989) revealed clinically-significant reductions 
compared to her pre-treatment scores. Her depression scores had also diminished. 
This was maintained at a 2-year follow-up. She reported her quality of life to be 
much improved, with a reduction in psychological distress in response to her 
intrusive thoughts and had returned to full-time employment. She had also ceased 
taking psychoactive medication for her OCD and depression as she had been doing 
prior to treatment.
A further case report investigated the effectiveness of adapting MBSR for a 25- year 
old White Caucasian male with severe OCD who refused ERP as he found it too 
distressing and for whom a series of adequate trials of medication had proved 
ineffective (Patel, Carmody & Simpson, 2007). He had no psychiatric comorbidity 
and was unemployed prior to treatment. The intervention consisted of an 8-week 
programme and a 3-month follow-up session. The client was encouraged to view his 
intrusive thoughts as mental events rather than facts, in order to adopt a more 
decentred, non-judgmental perspective. The post-treatment evaluation revealed 
clinically significant reductions in symptoms of OCD (Y-BOCS score) in addition to 
an increased capacity to evoke a state of mindfulness (Patel et al., 2007). At follow- 
up, he reported a better quality of life, less distress as a result of his OCD symptoms 
and had returned to fiill-time employment. It was concluded that a mindfulness-based 
treatment for OCD may have potential as a treatment for individuals with OCD. It is 
hypothesised that the mechanism of action could be regulating responses to intrusive 
thoughts (Patel et al., 2007).
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Wilkinson-Though, Bocci, Thome and Herlihy (2010) used a mixed methods case 
series design to explore whether mindfiilness-based therapy could be of use to those 
experiencing obsessive intmsive thoughts. The sample consisted of three White 
British participants (two males, one female) aged between 30 and 48, with moderate 
to severe OCD all of whom had previous experience of CBT. The intervention 
consisted of a relaxation control phase followed by six individual sessions of a 
mindfiilness-based intervention. The mindfiilness practice involved focussing on 
bodily sensations (body scan) and thought observation exercises (Linehan, 1993). 
Participants demonstrated reductions in Y-BOCS scores to below clinical levels, with 
two participants maintaining this at a 2-month follow-up. All participants reported 
increased use of mindfiilness techniques in their daily lives at post-treatment and 
follow-up. It was also reported that the belief in the interpretation of the intmsive 
thoughts significantly decreased in all three participants post-treatment (p<0.05). 
Qualitative analysis of post-therapy feedback suggested that mindfiilness skills such 
as observation, awareness and acceptance were seen as helpful in managing thought- 
action fusion and suppression. The authors concluded that mindfulness may be 
valuable to people experiencing intmsive thoughts as mindfiilness may address the 
cognitive processes such as thought action fusion and thought suppression, which 
influence the interpretation of and maintain intmsive thoughts (Wilkinson-Tough et 
al., 2010).
Using a one group pre- to post-test design, Fairfax and Barfield (2010) explored the 
effectiveness of integrating mindfulness into a CBT group for OCD sufferers treated 
in secondary care. The sample consisted of five participants with severe OCD. The 
majority of participants scored highly on outcome measures for other psychiatric
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disorders, suggesting high levels of comorbidity in the sample. The intervention 
consisted of 11 group sessions and an individual 1-month follow-up. These sessions 
were based on CBT principles (such as psycho education and challenging thoughts) 
but also introduced mindfulness as a way of accepting and tolerating thoughts and 
not responding to them (Fairfax & Barfield, 2010). The physiological component of 
OCD and socialisation were also integrated into this group. Participants 
demonstrated clinically significant reductions in Y-BOCS scores at post-treatment. 
Reductions in scores for depression, stress and anxiety were also noted. The 
mindfulness sessions were rated highly by participants. The authors concluded that 
mindfulness techniques incorporated into a group for OCD may be valuable in 
working with individuals with OCD (Fairfax & Barfield, 2010). They hypothesised 
that mindfulness may lead to symptom improvement by developing an internal locus 
of control (Fairfax & Barfield, 2010).
It would appear that mindfulness techniques may be a promising intervention in the 
treatment of OCD. In order to comment on the meaning of the symptomatic 
improvements, the four studies on mindfulness for OCD were compared to two 
larger trials of an established treatment for OCD, namely CBT. It would appear that, 
in general the studies are comparable to a larger, more time intensive study 
investigating the efficacy of CBT as an adjunct to pharmacological intervention for 
OCD (Simpson et al., 2008, see Table 1, page 12). With the exception of Singh et al. 
(2004), the magnitude of the Y-BOCS score reduction was generally smaller in the 
four studies presented compared to a larger controlled study of CBT for OCD 
(Freeston et al., 1997). However, this study offered up to 40 therapy sessions, more 
than twice offered in the mindfulness for OCD literature. From Table 1, mindfulness
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incorporated into a group for OCD (Fairfax & Barfield, 2010) may be as effective as 
individual sessions and may be more economically viable. The author recognises 
several limitations to these comparisons (for example different baseline scores, small 
sample sizes, variability on clinical and sociodemographic variables of the samples), 
but argues that it is a usefiil comparison to make as an indicator of the magnitude of 
effect mindfulness techniques have for OCD.
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Table 1
Self Report Ratings on the Yale-Brown Obsessive-Compulsive Scale 
Study Primary Y-BOCS Y-BOCS Y-BOCS Difference
Intervention Baseline Post Follow - (pre to post
treatment up treatment)
Fairfax and Group for
Barfield, OCD
(2010; n= incorporating
5) Mindfulness
(12 sessions)
20.3 7.6 N/A ■12.7
Patel et al. MBSR for 22 
(2007; n=l) OCD
(8 sessions).
13 N/A -9
Singh et al. Mindfulness 35 
(2004; n=l) (12 sessions)
12 -23
Wilkinson- Mindfulness 18.3 
Though et (6 sessions) 
al. (2010; 
n= 3)
10.6 8.7 -7.7
Freeston et CBT for OCD 23.5 7.2 10.3 -16.3
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al. (1997; 
n= 28)
(<40 sessions)
Simpson et CBT for OCD 25.4 14.2 N/A -11.2
al. (2008; (17 sessions)
n= 54)
Note. MBSR=Mindfiilness-based stress reduction; Y-BOCS=Yale-Brown Obsessive- 
Compulsive Scale.
3.3 Critique
This section will critically appraise the research reviewed both conceptually and in 
terms of its contribution to the empirical evidence base for mindfulness for OCD. 
The limitations of this review will also be addressed.
3.3.1 Conceptual critique
TAF reduction as a mechanism of change is derived from the traditional cognitive 
model for OCD (see Clark, 2004). In his conceptual paper, Fairfax (2008) is 
discussing a MBCT approach for OCD. The author argues that a criticism of deriving 
the conceptualisation of mindfulness for OCD from the traditional cognitive models 
of OCD is that it is not yet a robust explanatory model for the development of OCD 
in itself as there is a paucity of large outcome trials into the mediators of change 
using CBT for OCD.
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A review of mindfulness as a clinical intervention in general identified several ways 
in which mindfulness skills may mediate change in therapy, namely through 
exposure and desensitisation, cognitive change, self management, relaxation and 
acceptance (Baer, 2003). Of the five conceptual approaches summarised by Baer 
(2003), cognitive change is the concept most explicitly addressed in mindfulness 
techniques for OCD (Fairfax, 2008). There is some empirical evidence to support 
mindfulness being associated with cognitive change (through reduced belief in TAF) 
and through reduction in thought suppression (Wilkinson-Tough et al., 2010), which 
the author hypothesises could mediate change through desensitisation to intrusive 
thoughts. There are studies which show promise for interventions involving 
acceptance such as Acceptance and Commitment Therapy (ACT; Hayes, Strosahl & 
Wilson, 1999) for OCD in which mindfulness is incorporated (Twohig et a l, 2010). 
To the author’s knowledge, research into acceptance of thoughts specifically in 
relation to an intervention consisting of only mindfulness techniques has not yet been 
published. Cognitive change and desensitisation to thoughts as mechanisms of 
change are not dissimilar to those proposed in the traditional cognitive models of 
OCD (see Clark, 2004). Investigation into levels of acceptance of intrusive thoughts 
may be a useful line of enquiry, as it would relate specifically to an aspect of 
mindfulness, rather than a more traditional cognitive model of OCD.
It has been argued that mindfulness may act as a neutralising strategy in OCD in that 
it could be used as a distraction to avoid engagement in E-RP on an emotional level 
(Freeston, 2006 as cited in Fairfax, 2008). Fairfax (2008) argues that mindfulness in 
its true sense involves engaging with thoughts and facilitating access to a more 
metacognitive awareness (le. thoughts about thoughts) in order to alter the
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relationship with their intrusive thoughts. The author of this review would argue that 
engaging with thoughts in a truly mindful way could not compatible with a counter­
productive safety behaviour. Nevertheless, it is important for the therapist to be 
aware of this, to ensure mindfulness is practised in its true sense and does not 
become a safety behaviour in itself.
3.3.2 Empirical critique
The transportability of research to real-life clinical practice is important (Lawrie, 
McIntosh & Rao, 2000). This will be considered in relation to how representative the 
samples used in the research and the setting in which the research was conducted are 
of those in practice. Participants across the studies reviewed had moderate to severe 
symptoms of OCD often with a history of pharmacological and/or psychological 
interventions for OCD which had proven ineffective. Furthermore, high levels of 
psychiatric comorbidity were also reported. One study did not report on the treatment 
history or psychiatric comorbidity of the participants (Fairfax & Barfield, 2010), so 
the author cannot comment on this sample. All participants were adults of working 
age (18-65) and included both males and females. The majority were White 
Caucasian, which could limit the applicability of the results to services which serve 
more ethnically diverse regions.
With regards to setting, two of the investigations were set in the NHS in the UK; one 
in a primary care setting (Wilkinson-Tough et al., 2010) and one a secondary care 
setting (Fairfax & Barfield, 2010). Two case studies were set in the US. It is thus 
difficult to comment on the settings in which mindfulness can be effectively applied, 
but it would appear that mindfulness for OCD may be beneficial in various
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healthcare settings. With cuts in public sector services and the introduction of 
Improving Access to Psychological Services (lAPT) the NHS is undergoing major 
restructuring in some regions such that the settings in which the previous research 
has been conducted may become less comparable to those in the redesign. The author 
suggests that clients with more severe and complex disorders, to include the client 
group focussed on in the research reviewed (moderate to severe OCD) will be seen 
increasingly in secondary care settings. Further research into mindfiilness for OCD in 
this setting is therefore called for.
The mindfiilness interventions were delivered by a diverse range of mental health 
professionals (to include a Trainee Clinical Psychologist, an established Therapist 
and a Community Mental Health Nurse) and all studies yielded positive effects. This 
suggests that mindfulness as an intervention can be effectively delivered by a range 
of mental health professionals with different skills bases. This is akin to how the 
delivery of such an intervention might look in a multi-disciplinary NHS setting and 
improves the transportability of the results of the studies.
The research reviewed can also be appraised in terms of its methodological quality. 
All studies used a pre- to post-treatment design, two within a case study framework, 
one as a mixed methods case series and one as a single group. These designs allowed 
for in depth exploration with small sample sizes, but with limited generalisability of 
results (Barker, Pistrang & Elliott, 2010). Modest sample sizes further limited the 
analyses that could be conducted. For example, an explanatory regression model 
controlling for possible confounding variables such as psychiatric comorbidities and 
concurrent psychoactive medication during the mindfulness interventions could not
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be executed. In addition, despite the limited sample sizes, there was attrition and 
missing data which demonstrates the reality of conducting research in uncontrolled 
clinical settings. One participant dropped out as incorporating mindfulness into his 
everyday life was too time-consuming, which highlights that a commitment to 
mindfulness practise may not be suited to everyone.
Follow-up data was collected in all four studies. However, the data collected varied 
from standardised measures at follow-up (Singh, et al., 2004; Wilkinson- Tough, et 
al., 2010) to more informal follow-ups (Fairfax & Barfield, 2010; Patel, et al., 2007). 
More standardised measures at follow-up would have strengthened the methodology 
of the studies and allowed a more accurate interpretation of the sustainability of the 
effects of mindfulness for OCD.
A control intervention group was used in only one study (Wilkinson-Tough et al., 
2010), which strengthened its methodology. The control treatment did weaken the 
overall results presented in the study, as differences in symptoms and thoughts were 
apparent after the control condition, prior to the mindfulness-based part of the 
intervention, which suggests that non-specific aspects of the interventions 
contributed to the reduction in OCD symptomatology. However, the mindfulness 
training did have an additive benefit (Wilkinson-Tough et al, 2010).
A primary outcome measure in all of the studies reviewed was the total Yale- Brown 
Obsessive-Compulsive Scale score (Y-BOCS; Goodman et a l, 1989). The Y-BOCS 
has demonstrated good psychometric properties (Goodman et al, 1989) and is widely 
used in research into OCD. As the total Y-BOCS scores were used, mindfulness for
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specific dimensions of OCD have not been addressed, which could be explored to 
ascertain whether mindfulness is more effective for certain types of OCD. In 
addition, only one study used an additional measure of OCD symptoms (Fairfax and 
Barfield, 2010). The use of more than one psychometrically sound measure of OCD 
symptomatology (for example, the Obsessive-Compulsive Inventory, OCI; Foa et al., 
1998) would strengthen conclusions drawn, as it would increase the reliability of the 
results.
OCD has been associated with significant impairments in quality of life (Eisen et al, 
2006). Three of the four studies commented on improvement in quality of life (Patel, 
et al, 2007; Singh et al, 2004; Wilkinson-Tough et al, 2010), but did not measure 
this formally at pre- and post-treatment. Quality of life is important when evaluating 
mindfulness for OCD, as the aim of mindfuhiess is not to reduce intrusive thoughts, 
but cultivate acceptance and a more positive relationship with those thoughts. This 
may result in a lower compulsive behaviours and distress ratings, but the individual 
may still experience frequent intrusive thoughts. The author argues that a more 
holistic pre- and post- treatment quality of life measure may be more meaningful 
than a symptom focussed outcome measure when evaluating mindfulness-based 
interventions for this reason.
3.4 Synthesis
All studies concluded that mindfulness techniques may be beneficial in the treatment 
of moderate to severe OCD. Only two of the four studies used a measure of 
mindfulness (Patel et a l, 2007; Wilkinson-Tough et al, 2010), which strengthened 
their conclusions that mindfulness was a beneficial technique to practise. Fairfax and
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Barfield (2010) reported that mindfulness groups were highly rated, but did not 
discuss the rating scale used, making interpretation of this result less precise. The 
author proposes that Wilkinson-Tough et al. (2010) provide the strongest OCD- 
specific conceptually-driven empirical evidence for mindfiilness as an effective 
intervention for OCD. They provide preliminary evidence that increased practise of 
mindfulness techniques is associated with reduced thought-action fusion (cognitive 
change) which supports the conceptual framework for mindfulness for OCD (Fairfax, 
2008). Mindfulness techniques were also associated with reductions in thought 
suppression which the author hypothesises could medicate change through 
desensitisation to intrusive thoughts. These mechanisms of change are not dissimilar 
to those proposed in the traditional cognitive models of OCD (see Clark, 2004) and 
the author would argue that the conceptual account of mindfulness for OCD requires 
further exploration of factors that specifically relate to an aspect of mindfulness, such 
as acceptance.
Despite the limitations of the research reviewed, it is recognised that research into 
mindfulness techniques is in its infancy and as such, funding is not available for 
larger research trials until the potential benefits of mindfulness for OCD have been 
established. There is growing recognition of the importance of Practice-based 
evidence (PBE; Margison et al., 2000), which is research derived from data collected 
in routine clinical practice. The author suggests that the empirical studies discussed 
contribute to the PBE of mindfulness for OCD.
Mindfulness for OCD is not yet recognised in the NICE guidelines. The literature 
suggests it may be worth considering mindfulness for moderate to severe treatment-
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resistant OCD. The NICE guidelines for OCD are due to be reviewed in March 2011. 
The author would argue that in order to strengthen the conceptual and empirical 
evidence base to inform NICE guidelines, methodological pluralism to include both 
small, in-depth studies, in addition to larger, statistically robust trials is required 
(Barker et a l, 2010). The author recognises the value of PBE and argues that PBE 
adopting a more systematic approach would also strengthen the evidence base for 
mindfulness for OCD.
3.5 Limitations of this Review
This review aimed to provide the reader with a critical conceptual and empirical 
review of mindfulness for OCD. Studies of interventions that did not investigate 
mindfulness in itself were beyond the scope of this review. It could be argued that 
the final paper discussed (Fairfax & Barfield, 2010) was not directly investigating 
mindfulness techniques per se, but a group intervention which included some 
sessions on mindfulness techniques. This study was nevertheless included as it 
provided a useful insight into the potential of using mindfulness in a group setting 
with this client group. It also clearly outlined details as to how mindfulness was used 
and reported acceptability ratings specifically related to the mindfulness aspects of 
the group. It is recognised that only published articles have been reviewed. 
Reviewing unpublished work would be of use in establishing if there is publication 
bias of research that shows mindfulness techniques to have favourable results in 
clients with OCD. Finally, defining mindfulness is difficult. It is apparent in the 
papers reviewed that mindfulness is implemented in slightly different ways.
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4. CONCLUSIONS AND RECOMMENDATIONS
4.1 Conclusions
In conclusion, mindfulness techniques may improve OCD symptoms through 
reduction in the belief in thought-action fusion (cognitive change). It may also reduce 
thought suppression (Wilkinson-Tough et al, 2010).
In terms of clinical implications, the preliminary empirical evidence suggests that 6- 
12 sessions of mindfiilness based techniques may be beneficial in the treatment of 
moderate to severe OCD in adults where other interventions proved ineffective. 
There is also some weak evidence for the effectiveness of mindfulness techniques 
integrated into a CBT group for OCD in a secondary care setting. However, due to 
other psychological components of the group, it is difficult to comment on the 
additive benefit of mindfulness skills. Due to small sample sizes, it is difficult to 
comment on whether mindfulness techniques are more effective as a stand-alone 
treatment or an adjunct to existing established interventions.
4.2 Implications for Clinical Psychology
Clinical Psychologists working in secondary care settings need to engage in research 
into mindfulness for OCD and contribute to PBE, in addition to leading the 
implementation of larger trials for mindfulness for OCD. The dissemination of 
findings from research at a local level to secondary care services (team meetings, 
locality professional development events) but also through publication to reach a 
wider audience is required. Trainee Clinical Psychologists may contribute to this 
research by writing case reports on mindfulness for OCD, or exploring an aspect of 
mindfulness for OCD for their doctoral thesis, in addition to assisting with the
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dissemination of results. As the interest in using mindfulness techniques for OCD 
increases, it may also be necessary for Clinical Psychologists to consider the 
provision of training in mindfulness techniques for OCD. However, the evidence 
base for mindfiilness techniques for OCD needs to be strengthened before for this 
can happen.
4.3 Future Research Recommendations
Drawing fi*om the current empirical status and the critical appraisal presented, the 
author would recommend several future lines of research. Firstly, larger trials in 
secondary care settings, with more diverse samples and statistically robust results 
would improve the generalisability of the research to the diverse range of clients who 
are present in secondary care NHS settings. Secondly, wider use of control 
conditions is necessary to establish which aspects of the intervention are additive, in 
order to develop a more standardised intervention of mindfulness based therapy for 
OCD. Thirdly, incorporating a quality of life outcome measure both pre- and post­
treatment would be beneficial in future studies. The group study discussed (Fairfax & 
Barfield, 2010) was not solely a mindfulness group, but had mindfulness components 
to it. An investigation into a mindfulness group for OCD is called for. Finally, the 
exploration into the mediators of change during therapy (such as acceptance of 
thoughts), is also required in order to establish a more specific, conceptually-driven 
basis for mindfulness for OCD.
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APPENDIX A
GLOSSARY OF ABBREVIATED TERMS 
ACT: Acceptance and Commitment Therapy 
CBT: Cognitive behavioural therapy
DSM: Diagnostic and Statistical Manual for Mental Disorders 
ER-P: Exposure and response-prevention 
MBCT: Mindfulness-based cognitive therapy 
MBSR: Mindfulness-based stress reduction 
NHS: National Health Service
NICE: National Institute for Health and Clinical Excellence
OCD: Obsessive-compulsive disorder
PBE: Practice-Based Evidence
TAF: Thought-action fusion
Y-BOCS: Yale-Brown Obsessive-Compulsive Scale
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Traumatic Experiences and Possible Post-Traumatic Responses in Assessment and
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1. INTRODUCTION
“Trauma occurs across the globe and across our lifespan” (Wild, 2011, pp. 1). This 
suggests that trauma is ubiquitous and highlights its potential importance. As an 
introduction to the subject area, some definitions of trauma will be offered and a 
brief overview of some of the effects of trauma will be provided.
1.1 Position of Interest
Before addressing the initial question, it seems important to summarise my^ position 
of interest in relation to this topic. As a Trainee Clinical Psychologist working within 
a National Health Service (NHS) secondary care setting for older adults, 1 have 
become more aware of the effects of unprocessed trauma in later life (see Taylor, 
2006 for overview). Trauma is something 1 am routinely curious about in early 
sessions with clients on my current placement, particularly in relation to wartime 
experiences. However, in comparison, trauma was not acknowledged to the same 
extent routinely in the assessment and formulation process in my working age adult 
mental health placement. In line with this, a study of a community sample in the 
United States reported that trauma is often overlooked in individuals with severe 
mental health problems (Cusack, Grubaugh, Knapp & Frueh, 2006). These 
reflections left me curious as to whether Clinical Psychologists pay enough attention 
to the potential role of trauma and post-traumatic responses in the assessment and 
formulation of individuals’ difficulties for a range of presentations. This led me to 
consider the principal assessment and formulation frameworks used in my clinical
 ^ The first person will be used throughout this essay to promote a reflective style of 
writing. This will enhance the integration of theory, research and practice.
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practice, but also by Clinical Psychologists more generally and it is hoped that these 
frameworks can be used as a basis to address the initial question.
1.2 Trauma and its Effects
Trauma can be experienced as a single event or as ongoing/chronic in nature. In 
relation to post-traumatic stress disorder (PTSD), trauma has been defined as being 
an event (or events) in which there is an actual or threatened death, serious injury or 
a threat to the physical integrity to the self or others. (American Psychiatric 
Association, APA, 2000). The response to this threat is intense fear, horror or 
helplessness (APA, 2000). For the purpose of this essay, the reaction to the traumatic 
event will be used to define trauma (i.e. an event that overwhelms a person’s 
capacity to cope), as it has been suggested that it is the reaction to the traumatic 
stressor and not necessarily the stressor itself that is of importance (see Taylor, 
2006).
Before the initial question can be addressed, it is necessary to highlight what the 
effects of trauma and post-traumatic responses are. It has been argued that 
experiences of trauma in childhood can influence the organisational and functional 
status of the mature brain (see Perry, Pollard, Blakley, Baker & Vigilante, 1995). 
More specifically, it is proposed that neural response patterns associated with 
traumatic experiences in childhood become sensitised. The activation of certain 
neural pathways (for example those associated with hyperarousal and dissociation) 
are triggered by stressors that become less and less related to the initial traumatic 
experience. Physiological hyperarousal and dissociation are two adaptive responses 
to trauma (Perry et al., 1995). Hyperarousal allows for an individual to be more
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vigilant to potential threat. Dissociation is a way for individuals to protect themselves 
against the pain of a traumatic experience and involves a division of an individual’s 
personality into ‘subsystems’ when are they are unable to integrate adverse, 
traumatic experiences. As a result, such individuals find it difficult to make sense of 
feelings and may struggle to regulate their emotions. Perry and Herman (1993) 
reported that the majority of individuals with a diagnosis of borderline personality 
disorder (BPD) encountered traumatic experiences of physical or sexual abuse in 
childhood. Poor affect regulation in individuals with BPD has been linked to 
childhood traumatic experiences (van der Ko Ik, Hostetler, Herron & Fisler, 1994).
Psychological post-traumatic responses such as low self-esteem, guilt and shame (see 
Lee, 2006 for overview) could make individuals who experience trauma more 
vulnerable to developing mental health problems. Breslau, Davis, Andreski and 
Peterson (1991) reported that people with PTSD were at increased risk of developing 
anxiety disorders and depression. They reported high rates of comorbidity with these 
difficulties in addition to substance misuse. This was supported by a more recent 
review of the literature (Breslau, 2002). High levels of comorbidity with depression 
have been reported when symptom overlap is controlled for (Blanchard, Buckley, 
Hickling & Taylor, 1998). This highlights the importance of assessing for potential 
traumatic experiences and potential responses to trauma.
1.3 Objectives
A review of two conceptual fi-ameworks used by Clinical Psychologists in 
assessment and formulation will be presented and critically appraised in relation to 
the initial question. This essay will primarily focus on cognitive behavioural-based
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frameworks, but will also acknowledge the contribution from a psychoanalytic 
perspective. A meta-critique and synthesis of the arguments developed will be 
provided and a conclusion as to whether Clinical Psychologists pay enough attention 
to the potential role of trauma and post-traumatic responses in the assessment and 
formulation process will be offered.
2. ASSESSMENT AND FORMULATION FRAMEWORKS
A psychological formulation is a theoretically-based conceptualisation of the 
information gathered from a clinical assessment which informs possible intervention 
approaches (Tarrier, 2006). Clinical Psychologists are trained to use multiple models 
and thus often work in an integrative way, drawing on numerous approaches to 
assess and formulate an individual’s difficulties.
2.1 Literature Search
A systematic literature search was conducted using PsychlNFO, ISI Web of Science, 
PsychARTICLES and references of retrieved articles. It included papers indexed by 
these electronic databases published up to 6th January 2012. The main search terms 
were, “assessment” and “formulation” in combination with “cognitive behave*”, 
“psychodynamic” or “psychoanalytic”. Numerous peer-reviewed journal articles 
were unsuitable for various reasons (for example not focused on assessment or 
formulation frameworks etc.). Several sources obtained were therefore academic 
textbooks, review chapters and relevant articles retrieved from their reference lists.
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2.2 The Cognitive Behavioural Approach
The National Institute for Health and Clinical Excellence (NICE) recommends 
cognitive behavioural therapy (CBT) for a range of mental health disorders to 
include depression (NICE, 2009a), obsessive compulsive disorder (OCD; NICE, 
2005a) and post-traumatic stress disorder (NICE, 2005b). As such, this therapeutic 
approach is one of the most common psychological models used for a range of 
mental health difficulties in the NHS. It is therefore argued that reviewing the 
assessment and formulation frameworks from this perspective is valuable in 
addressing the initial question.
This section will discuss cognitive behavioural assessment and formulation 
frameworks in two parts: Firstly, a more traditional cognitive behavioural framework 
will be discussed (sometimes referred to as ‘second wave’ CBT). Secondly, cognitive 
behavioural frameworks that have built on the traditional model and have been 
developed more recently (‘third wave’ CBT) will be addressed.
Second Wave Perspective
Broadly speaking, the traditional cognitive model states that the interpretation of a 
situation rather than the situation itself is what influences a person’s emotional and 
behavioural response (Beck, 1976). The theoretical underpinnings from a generic 
cognitive behavioural formulation come from Beck’s (1967) model of depression, 
which proposed that low mood is developed and maintained through early 
experiences providing the basis for negative thoughts (cognitions). Beck (1976) 
suggested that assumptions and core beliefs may be activated by a triggering event
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(named ‘critical incident’), and dominate the thought content, resulting in a 
prominence of negative automatic thoughts and the affective state (low mood).
Beck’s model has since been built on to form a more generic longitudinal model of 
emotional disorders (see Dudley & Kuyken, 2006). This conceptualises an 
individual’s difficulties in terms of the predisposing (for example early experiences) 
and precipitating factors; the presenting issues; the perpetuating factors (to include 
thoughts, feelings, physical sensations and behaviours); and protective factors.
The objective of the assessment process is to develop a formulation of the 
individual’s current difficulties which is agreed upon by both the client and therapist. 
Emphasis is placed on assessing the current difficulties in terms of four main areas: 
Cognitions (thinking styles); emotions (affect); behaviour; and physiological 
sensations (Westbrook, Kennerly & Kirk, 2007). Formulation of the difficulties from 
a cognitive behavioural perspective aims to develop a description of the current 
difficulties; an account of how these difficulties may have developed; and an analysis 
of the principal maintenance processes (Westbrook, Kennerly & Kirk, 2007).
It would appear that the role of trauma is not explicitly acknowledged in the 
assessment and formulation process from a cognitive behavioural perspective. There 
are a range of disorder-specific CBT formulation models for a variety o f mental 
health problems to include depression (Beck, 1967, 1976); obsessive compulsive 
disorder (OCD; Salkovskis et a l, 2000); and PTSD (Ehlers & Clark, 2000). It is 
argued here that, with the exception of PTSD, the role of trauma is not explicitly 
acknowledged in these models, as they tend to focus on how the presenting
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difficulties are maintained in the ‘here and now’. However, it could be argued trauma 
is recognised as a potential aspect of the ‘past experiences’ using this approach.
Depression is a common mental health difficulty for which CBT is a recommended 
intervention in the NICE guidelines (NICE, 2009a). As such, a CBT model is likely 
to be used in clinical practice to assess and formulate individuals who present with 
signs of low mood. My clinical experience to date has been influenced by NICE 
recommendations, in addition to the model(s) used by the Clinical Supervisor. On 
reflection, experience has highlighted that even when trauma or post-traumatic 
experience is noted as influencing the development of a difficulty such as low mood, 
it is the maintenance of the low mood in terms of thoughts, feelings and behaviours 
that is the focus of the formulation and subsequently the intervention. An exception 
to this seems to be instances where it is felt that the trauma or post-traumatic 
responses could impede therapeutic work, in which case the issues around the trauma 
may be addressed first. Despite studies showing a link between traumatic 
experiences and depression (see Breslau et al., 1991), in addition to the effects of 
trauma being widely reported in the literature, my clinical experience has revealed 
that trauma has not been acknowledged routinely in the assessment and formulation 
process. As a result, it is argued that Clinical Psychologists working in secondary 
care mental health services do not pay enough attention to the potential role of 
trauma, unless the current difficulties are those akin to the traditional symptoms of 
PTSD. It is suggested that by not attending to possible traumatic experiences or post- 
traumatic responses, which may influence higher-order processes, such as an 
individual’s underlying schema (or core beliefs in a CBT framework), such 
underlying beliefs would remain. This could leave the individual vulnerable to
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developing a similar difficulty in the future, as further critical incidents could re­
activate the underlying schema beliefs (Young, Klosko & Weishaar, 2003).
Third Wave Perspectives
The development of further ‘third wave’ therapies has led to a shift from the 
traditional ‘Beckian’ cognitive model towards the development of more acceptance- 
based meta-cognitive therapies (see Brown, Gaudiano & Miller, 2011). One 
therapeutic approach which is particularly relevant to conceptualising and treating 
individuals with complex difficulties is dialectical behaviour therapy (DBT).
Dialectical behavioural therapy was devised to offer individuals diagnosed with 
borderline personality disorder (BPD) a more comprehensive intervention (Linehan, 
1993). Dialectical behavioural therapy seems particularly relevant to discuss here, 
given that traumatic experiences have been linked to the development of the disorder 
(van der Kolk et al., 1994). Individuals with a diagnosis of BPD often present with a 
range of symptoms including emotional instability; fear of rejection; impulsive risk 
taking; self-injury; and chronic feelings of emptiness (APA, 2000). A key element of 
the psychological formulation from a DBT perspective is that individuals presenting 
with difficulties of emotional intensity develop emotional vulnerability due to a 
failure to learn and use good strategies to regulate and manage their emotions (see 
Linehan, 1993). It is argued here that the emotional vulnerability model which is 
central to the DBT formulation framework pays attention to the role of the effects of 
early trauma and possible post-traumatic responses (for example, difficulties 
regulating emotions). Dialectical behavioural therapy thus aims to improve 
emotional regulation and promotes acceptance of the self, the emotional state of the
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individual and their environment. The duration of a DBT intervention is usually 
around 12 months. A review of the evidence supports the use of this conceptual 
framework in practice (Koemer & Dimeff, 2000). There is currently some empirical 
evidence to support the use of DBT for BPD (Brazier et al., 2006).
The National Institute for Health and Clinical Excellence recommends DBT as a 
possible intervention for BPD (NICE, 2009b), but suggests that further research is 
required. Due to a time delay between observing efficacious results in research trials, 
the publication of findings and their incorporation into the NICE guidelines, it could 
take several years before such an approach is recognised as a recommended 
treatment over other approaches in the guidelines and therefore used more 
frequently. Whilst DBT shows promise, its evidence base is still limited, in addition 
to its wider application to other mental health difficulties. Nevertheless, the rise of 
approaches such as DBT could represent a shift towards recognising the role of 
trauma and post-traumatic responses in complex mental health difficulties from a 
cognitive behavioural-based perspective. Whether this argument is genraliseable to 
other ‘third wave’ approaches such as mindfulness (Segal, Williams & Teasdale, 
2002) and acceptance-based models (see Hayes, Strosahl & Wilson, 1999) is 
questionable and is beyond the scope of the current essay. Using an approach such as 
DBT which recognises the potential role of trauma to a greater extent than more 
traditional CBT could point to the need for longer-term interventions. This carries 
implications for service delivery and the need for potential financial investment into 
services that deliver longer term therapy.
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2.3 The Psychoanalytic Approach
Unlike a cognitive behavioural approach, which mainly focuses on current 
maintenance factors, other approaches such as a psychoanalytic model are often used 
by Clinical Psychologists and place greater emphasis on early experiences. In 
essence, the psychoanalytic approach attempts to make sense of an individual’s 
difficulties in terms of their unconscious processes and early childhood experiences 
(see Lemma, 2003). The central aim of an assessment using a psychoanalytic 
perspective is to explore the individual’s internal reality (Lemma, 2003). Early 
attachment history, the nature of interpersonal relationships and loss are explored 
during the initial assessment phase in psychoanalytic work (Lemma, 2003).
Attachment theory (Bowlby, 1969; 1997) has influenced the development of the 
frameworks used to assess and formulate from a psychoanalytic perspective. 
Attachment has been described as a lasting emotional bond between two individuals 
(Bowlby, 1969; 1997). According to Bowlby, the patterns of bonds that young 
infants establish with their caregivers have a lasting impact throughout life. The 
central component of attachment theory is that mothers who are responsive to their 
infant's needs and are available to them, establish a sense of security in their 
children: The infant leams that that the caregiver is dependable. This creates a 
‘secure base’ for the child to then explore the world. Bowlby argues that the initial 
function of a secure attachment is to keep the infant close to the mother through 
which its chances of survival are increased (Bowlby, 1969/1997). It is argued that 
from their experiences of early attachment relationships with care-givers, the infant 
develops representations, or ‘internal working models’ of social relationships, which 
the individual uses as a basis to organise their psychic experiences of other
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interpersonal relationships. A subsequent external relationship could trigger the 
affect associated with a particular relationship constellation which could precipitate 
an internal response (conscious and/or unconscious). A negative experience in 
relation to the early attachment relationship may manifest as an internal working 
model associated with fear or terror (see Bowlby, 1969/1997). In essence, these 
mental models were thought to mediate, in part, the ability of an infant to use the 
caregiver as a ‘buffer’ against the stresses of life, as well as the later development of 
important self-regulatory and social skills (see Bowlby, 1969/1997). The literature 
supports the role of attachment and suggests that those who experience an insecure 
attachment with their primary care-giver are more vulnerable to develop 
psychopathology in adolescence compared to those who have developed secure 
bonds (for example Ward, Lee & Polan, 2006).
A psychoanalytic approach therefore seeks to explore narratives around attachment 
in the assessment phase. This includes early relationship experiences and possible 
interpersonal or intra-psychic trauma arising from those experiences. It is 
acknowledged that the definition offered at the begiiming of this essay does not 
incorporate such intra-psychic trauma. In psychoanalytic psychotherapy, the therapist 
listens to the narrative and is alert for the signs of possible unprocessed trauma. 
Importance is placed on the content of the assessment including omissions in the 
narrative in addition to the idealisation and tone of voice (Lemma, 2003). The 
process of transference and counter transference is an important aspect in 
psychoanalytic psychotherapeutic assessment to facilitate information gathering 
about possible unspoken pain or trauma (see Lemma, 2003). Defences the individual 
uses to protect themselves from psychic pain, and potential traumatic experiences are
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also assessed and integrated into the formulation often as a possible maintaining 
factor. The assessment and formulation processes evolve over time throughout the 
duration of the therapeutic process and are updated as more information comes to 
light (see Lemma, 2003).
Although research offers support for the role of attachment in the development of 
mental health difficulties, the empirical evidence base for using a psychoanalytic 
approach is limited compared to other frameworks such as CBT. As such the 
recognition of implementing this is limited in the NICE guidelines. It is argued that 
the role of trauma may not be adequately explored through routine assessment and 
formulation, as models that place greater emphasis on the potential role of trauma, 
such as the psychoanalytical approach, are not advocated by these guidelines and are 
therefore less regularly used in practice.
Writing this essay encouraged some reflection on my clinical work thus far in 
training. Particularly relevant to this topic was a group for individuals with OCD that 
I co-facilitated with my clinical supervisor during my working age adult mental 
health placement. Four of the seven individuals who attended the group had 
experienced a significant traumatic event in their adult lives. A cognitive behavioural 
approach was used to assess and formulate the individual’s current OCD-related 
difficulties and the group was based on a CBT model in line with the NICE 
guidelines (2005a). Despite the knowledge that some had experienced trauma in the 
past and the potential impact this may have had on the development of their OCD, 
trauma and post-traumatic responses were not central to the formulations of any 
individuals. The ethical dilemmas that were posed by failing to explore the trauma to
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a greater degree were discussed and reflected upon in supervision. Those who had 
past trauma-related experiences demonstrated poorer outcomes in relation to their 
OCD symptomatology post-group. It may have been that the underlying trauma was 
maintaining the OCD. More specifically, it could be argued that trying to exert 
control over aspects of their lives centred on OCD rituals could have been an attempt 
to maintain the psychological and physical status quo (Salzman, 1980). It could have 
been that the OCD served as a maladaptive coping strategy and a defence against a 
very painful internal reality in response to a traumatic event that had been 
experienced. It is hoped that this example highlights the importance of recognising 
the potential role of trauma in assessment and formulation, in addition to the ethical 
dilemmas faced by Clinical Psychologists when justifying why trauma is or is not 
attended to.
Overall, it is argued that psychoanalytic assessment and formulation fi-ameworks 
recognise the role of trauma and post-traumatic experiences. As Clinical 
Psychologists often work in an integrative way, it could be argued that through 
incorporating ideas using this approach, the role of trauma could become more 
central.
2.4 Meta-Critique
This section will offer a more general critique of the discussions presented with 
regards to the assessment and formulation fi-ameworks. It has been argued that CBT 
may be preferential to traditional psychotherapy as it lends itself to controlled trials 
and thus appears to be ‘more scientific’ due to its compatibility with a quantitative 
approach in empirical research (Roth & Fonagy, 2005). Due to their emphasis on
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meaning and their apparent subjectivity, the traditional psychodynamic therapies are 
often under-researched in the literature, as they are not compatible with such a 
controlled design (Roth & Fonagy, 2005). In addition, it could be argued that the aim 
of CBT is to focus on the maintenance of the difficulties in the ‘here and now’ (see 
Westbrook, Kennerly & Kirk, 2007). As such, although past experiences are 
acknowledged in the model, less emphasis is placed on explicitly exploring and 
working on these issues, which could include traumatic experiences.
By conceptualising difficulties in terms of the current maintenance patterns, 
evidence-based time-limited interventions using a CBT approach can be 
implemented (see NICE, 2005a, 2005b, 2009a). In the current financial climate and 
in light of the various policies that point to the need to measure outcomes of 
psychological treatments (for example No Health Without Mental Health, HM 
Government, 2011), brief interventions that can be evaluated in terms of 
symptomatic improvement may be favoured over longer-term interventions with 
limited standardised ways of measuring outcome. However, the literature suggests 
that some people do improve when a CBT approach is implemented for a range of 
difficulties (including panic disorder and depression); particularly in less severe 
cases (see Haby, Donnelly, Corry & Vos, 2006, for review). Although it is beyond 
the scope of this essay to review and critique the evidence base more widely, it could 
be implied that it might not always be necessary to conceptualise trauma as part of 
the formulation process and address it in subsequent treatment. However, there may 
be a need to do this for more complex difficulties. Research around when it is 
appropriate to incorporate the potential role of trauma in these processes could be a 
useful line of enquiry to help clinicians make judgements about whether the potential
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role of trauma should be considered in more detail for some individuals but not for 
others.
2.5 Synthesis
Overall, it would appear that the importance of trauma and post-traumatic 
experiences is recognised to a greater degree from a psychoanalytic perspective 
compared to a cognitive behavioural framework. It is argued that both approaches do 
acknowledge the potential role of trauma and post-traumatic responses in terms of 
their theoretical underpinnings, particularly the ‘third wave’ cognitive behavioural 
framework discussed (DBT) and the psychoanalytic approach. However there 
appears to be a dissonance between what is suggested theoretically and what happens 
in clinical practice. It has been argued that the drive for more time-limited clinical 
interventions in an NHS, which currently finds itself in a difficult financial climate, 
has supported short-term approaches such as more traditional CBT. This approach 
focuses more on current difficulties and breaking the maintenance cycle. As such, the 
role of trauma seems to be considered less central to the assessment and formulation 
process with the exception of the presenting difficulties themselves being post- 
traumatic responses akin to those in PTSD. In such cases the assessment and 
formulation would focus on the development of these responses through exploration 
of possible traumatic experiences from a cognitive behavioural perspective (see 
Ehlers & Clark, 2000). It is argued that psychological services could be starting to 
recognise the need to pay more attention to the role of traumatic experiences, 
particularly in relation to more recent ‘third wave’ CBT approaches. With the 
introduction of the Improving Access to Psychological Therapies (lAPT) initiative, 
individuals with mild-moderate mood and anxiety disorders present more often to
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psychological services in primary care. As such, there has been an increased focus on 
providing services to those with the most significant mental health difficulties (see 
National Institute for Mental in England; NIMH, 2009). It is therefore argued that 
using approaches that recognise the potential role of trauma such as DBT could 
become more important in assessing and formulating more complex problems in 
secondary care.
Clinical Psychologists use the NICE guidelines and the evidence base to inform their 
work. It has been suggested that the evidence base and thus the guidelines that it 
informs, could be biased towards approaches from which short-term interventions 
such as traditional CBT can be developed. This is due to the nature of the research 
studies the different approaches lend themselves to. As such, CBT has become a 
popular choice of model to use when assessing and formulating an individual's 
difficulties. It is argued here, that it is the role of Clinical Psychologists to conduct 
innovative research using alternative approaches, which might acknowledge trauma 
to a greater extent. The dissemination of such research findings could encourage the 
recognition of trauma in assessment and formulation process. This issue also raises a 
broader question around the changing role of Clinical Psychologists. With a shift in 
how services are delivered, for example the introduction of I APT, the role of a 
Clinical Psychologist is moving away from delivering psychological therapies, 
towards a focus on developing research and leadership competencies to support 
service development and delivery (see British Psychological Society, 2007).
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2.6 Limitations
This essay aimed to critically address whether Clinical Psychologists pay enough 
attention to the role of trauma and post-traumatic experiences in the assessment and 
formulation process by critiquing two assessment and formulation frameworks. 
Nevertheless, the approaches discussed are by no means an exhaustive list of models 
Clinical Psychologists draw on in their practice. A systemic approach would have 
been valuable to consider here, although it is of note that some systemic theory also 
draws on elements of attachment theory (see Bowlby, 1969/1997). Finally, the voice 
of individuals who use services has been considered but not explicitly discussed in 
the essay. To my knowledge, there is limited research exploring the experiences of 
individuals who engage in psychological work for presenting issues other than PTSD 
in which the role of trauma is recognised. It would be interesting to investigate 
whether their experience of conceptualising their difficulties in a way that pays more 
attention to the potential role of trauma and post-traumatic responses is positive or 
negative and to explore their narratives and beliefs around that.
2.7 A Note on Diversity Issues
The approaches discussed and their evidence base have been developed in the West 
and as such, the arguments portrayed in this account have not addressed issues of 
cultural diversity. However, the literature suggests that a large number of individuals 
who seek asylum in the UK have fled areas where there are high levels of trauma and 
show signs of PTSD (for example Silove, Sinnerbrink, Field, Manicavasagar & Steel, 
1997). It has also been reported that female asylum seekers from Afghanistan, 
Chechnya and West Africa reported more somatic responses to the trauma they had 
experienced compared to the males in the sample (Renner & Salem, 2009). These
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findings could point to the need to consider possible gender differences in relation to 
responses to trauma, which was beyond the scope of this essay.
3. CONCLUSION
3.1 Summary
In conclusion, it is argued that Clinical Psychologists do not pay enough attention to 
the potential role of trauma in clinical practice, despite the theoretical 
acknowledgement of its possible impact. The arguments presented here offer support 
for Cusack et a l ’s (2006) aforementioned study which reported that trauma is often 
overlooked. In practice, models that do not explicitly conceptualise trauma such as 
the cognitive behavioural approach might be favoured over those which 
conceptualise the role of trauma in relation to the current difficulties more explicitly, 
such as a psychoanalytic perspective. It has been argued that this may be due to 
limitations of the evidence base. Additionally, paying more attention to the potential 
role of trauma in the assessment and formulation process might hold implications for 
treatment such as a longer intervention phase, which may not be favoured in the 
current financial climate in the NHS.
3.2 Implications for Clinical Psychology
It is suggested that Clinical Psychologists need to engage in research and focus on 
disseminating the importance of recognising the role of trauma and post-traumatic 
responses. Research into working with trauma for difficulties aside from PTSD could 
be developed. It is argued that Clinical Psychologists should be using their leadership
55
skills and multi-model knowledge to develop services that allow for flexible working 
and that recognise the potential role of trauma more routinely.
From a Trainee Clinical Psychologist perspective, it is argued that there is a need to 
recognise the role of trauma to a greater extent in the teaching received as part of 
training; both through the university but also the development of trauma workshops 
(for example through the British Psychological Society). Such workshops and 
training could focus on how to assess for trauma, and how to recognise when this is 
appropriate across mental health difficulties commonly seen in services. The ethical 
and legal implications of exploring an individual’s trauma history with a clear 
rationale for doing so when it is felt appropriate would also be areas to cover.
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1. INTRODUCTION
1.1 Problem-Based Learning
Problem-based learning (PEL) is a method used in tutorials which encourages 
students to use a problem case or scenario as a platform to identify their own learning 
objectives (Wood, 2003). In this case the ‘original problem’ was a task to produce 
and deliver a group presentation on 'the relationship to change'. We^ had six group 
sessions to do this, four of which were facilitated by a member of the course team.
1.2 Objectives
The aim of this account is to reflect on the PEL task described above conducted in 
the context of a newly-formed personal and professional learning discussion group 
comprising of seven trainee clinical psychologists. I will use the original learning 
objectives of the PEL task as points on which to reflect on my own position within 
the group process, the process of the PEL task, and the presentation itself. 
Reflections on the original task will be made in the context of my clinical experience 
gained since completing the PEL task.
2. REFLECTIVE ACCOUNT OF THE PEL TASK
2.1 Reflections on the Group Process
A principal learning objective was to be able to reflect on my own role in the group 
process. This section will offer reflections on the group formation process and on my 
role within that process.
This account is written in the first person to promote a reflective style of writing.
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The group formation process was a key aspect of the early sessions. An initial task 
for our first session was to select a chair person and scribe for that session and 
subsequent group meetings. I volunteered to chair the third session. This role in the 
group initially felt comfortable for me, but I later realised that I felt anxious about 
how I would come across to others and a sense of responsibility for the progress of 
the task in that session. In my reflective journal I wrote “I initially felt confident 
taking on the role as chair, but am now concerned about ensuring everyone has a 
chance to talk and feel they are heard, whilst making sure we stick to the agenda and 
have a productive session”. My concerns about being accepted by group members 
(for example worries around needing to make sure everyone feels heard), to include 
the group facilitator (having a productive session will make me look competent) are 
consistent with Tuckman’s (1965) theory of group development in the group 
formation stage. My clinical work since completing the PEL task has given me an 
appreciation for rapport building and engagement in sessions early in therapy. When 
I thus reflect on my concerns about chairing the session during the original PEL task, 
I am able to appreciate that although the output of the session was important, 
flexibility and facilitation of the group formation process was also very important, 
particularly at this early stage of the group. I enjoyed my role as chair, and chairing 
that session demonstrated to me that ‘tensions’ between the agenda of the session and 
making people feel heard can be resolved through open discussion and a 
collaborative approach. This is something I can now apply to my clinical work when 
engaging clients and agenda setting, particularly in the early stages of therapy.
Uncertainties as to what was expected of us as doctorate level trainees on the PEL 
task unified the group. Since starting the course five months ago, I have learnt that
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tolerating uncertainty around expectations of me both on my adult mental health 
placement but also academically is part of being on clinical training. Having thought 
about it, I think that addressing such a task so early on in training with a group of 
people I didn’t know beforehand was beneficial with regard to anxieties around 
being uncertain about the expected standard of work. It was a relief that others were 
experiencing similar anxieties to myself, and it felt like we were ‘all in it together’, 
which facilitated my acceptance of uncertainty and enhanced the group formation 
process. I realise that acceptance of uncertainty is important, as intolerance of 
uncertainty has been linked to high levels of worry in non-clinical samples (Dugas, 
Gosselin & Ladouceur, 2001).
In terms of diversity within the group, we all had different paths into clinical 
psychology and came from a mix of cultures from various areas of the country. On 
reflection, this meant that we brought a range of knowledge and experience to the 
PEL task. We found common ground in our experiences of starting an undergraduate 
degree and I think we used this as a way to promote equality, acknowledge our 
diversity within the group and welcome all members of the group to contribute to the 
task in a meaningful way. Clinical work since the PEL task has made me more 
aware of diversity issues particularly in relation to gender. I have only worked with 
female clients thus far on my clinical placement, and have found that being female 
myself has facilitated rapport building with clients. This is something that I may need 
to consider when working with males on placement. I will use clinical supervision to 
facilitate my thinking about gender diversity issues in relation to my position in the 
therapeutic relationship with clients. I wonder if being an all-female personal and 
professional learning group also facilitated the group formation process in that we
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had more common ground to start with. I question whether the group may have been 
different if the group was mixed in terms of gender.
2.2 Reflections on the Problem-Based Learning Task Process
In terms of the process of the PEL task itself, the main objectives of the group 
included understanding the importance of collaboration in learning; valuing diverse 
areas of expertise offered by different group members; beginning to reflect on and 
value own personal experience; and understanding and respecting the importance of 
various learning styles.
The PEL process described below was in the context of negotiation, collaboration 
and constructive resolution of divergent approaches. Diverse perspectives with 
regards to approaching the task arose in the group. There were several occasions 
where some group members felt that a particular approach to the task was best (such 
as focussing on fewer models, and critiquing them in more detail) which contrasted 
with the approach suggested by other group members (emphasis on our own 
experiences of change). This was negotiated through discussion, and ideas were 
integrated into our final presentation. The approach promoted collaboration and 
encouragement of contributions from the range of expertise group members brought, 
rather than competition within the group. I am currently working with clients with 
various complex presentations, primarily using a cognitive-behavioural approach. 
Collaboration is a key competency when using this approach (Roth & Pilling, 2007). 
I have been able to apply the skills I had learnt to the PEL task to help foster a 
collaborative approach in my clinical work to help engage clients in therapy. 
Negotiation, collaboration and a constructive resolution of divergent approaches to
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the PEL task are also skills that have been valuable when working within a 
multidisciplinary team on my adult mental health placement. For instance, team 
members are often divided on how to progress with complex presentations.
At the beginning of the process, we each focussed on an aspect of change we were 
interested in, and brought our individual ideas to the group to integrate them to form 
a cohesive presentation. We tried to focus on relevant theory, by consulting the 
literature for change models and factors that influence change, in addition to 
integrating personal experiences of change. Searching for relevant theory was a skill 
familiar to us, but emphasis was also placed on the value of our own personal 
experience, which was novel to me. Reflecting on this now, incorporating personal 
experience of change with our presentation facilitated us to think about theory- 
practice links in the PEL task. Developing the skill to make such links has been 
invaluable in my clinical work, as discussed in more detail below.
Emphasis was placed on grounding the topics we were discussing in psychological 
theory. On reflection, this facilitated the development of competencies such as basing 
clinical work on theory and/ or an evidence base (Roth and Pilling, 2007). I link 
theory and research to my clinical practice for example by using models from the 
literature to inform psychological formulations of a client’s current difflculties. 
Drawing on psychological treatment trials to guide the intervention is a further 
example. Critically appraising the evidence base and the theoretical framework 
grounding my clinical work (for example, considering the generalisablity and 
transferability of research trials to the clients I am working with) is important in my
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practice. In relation to the PEL task, it may have been better to discuss fewer theories 
in our presentation, but critique those that we did.
An additional aspect of our presentation was using an experiential exercise to 
encourage active involvement in the presentation. The inclusion of this exercise in 
addition to presenting information may have appealed to a wider range of learning 
styles. It has been theorised that an experiential learning cycle involves four 
processes that must be present for learning to occur: Concrete experience; reflective 
observation; abstract conceptualisation; and active experimentation (Kolb, 1984; see 
Figure 1, overleaf). Honey and Mumford (1986) suggest four basic learning styles 
based on this theory of experiential learning: those of the activist, reflector, theorist 
and pragmatist. While everyone has a mix of learning styles, some people have a 
dominant style. In relation to the PEL task, the main part of the presentation would 
have appealed to those with a more reflective learning style, whereas the experiential 
exercise would have promoted a more activist learning style.
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Figure 1. Experiential Learning Cycle
Concrete
Experience
(Activist)
Reflective
Observation
(Reflector)
Active
Experimentation
(Pragmatist)
Abstract
Conceptualisation
(Theorist)
Figure 1. Experiential learning theory based on Kolb (1984). Learning styles based
on Honey and Mumford (1986) highlighted in bold ink.
Participating in the PEL task gave me an opportunity to consider my own learning 
style. I feel that an activist approach is my dominant learning style. I leam most by 
gaining experience through the process of conducting clinical work (concrete 
experience). Using supervision to reflect on my experiences facilitates the learning 
process and enables me to build on what I have learnt in further experience. 
Supervision has also enabled me to reflect on my personal development in general. It 
has made me more aware that I am developing competencies perhaps more than I 
had realised since beginning the course five months ago, which has helped me gain 
more confidence. This perception of development of competencies and growth in 
confidence is similar to that of trainees on a cognitive-behavioural training
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programme (Bennett-Levy & Beedie, 2007). I am aware, however, that there is still a 
lot to leam, and that processes of concrete experience and reflection are ongoing in 
the context of fiirther training and reading (abstract conceptualisation) and 
assimilation of observations and knowledge.
2.3 Reflections on the Presentation
The PBL task resulted in a presentation, from which it was hoped that we would 
develop skills and confidence in communicating and presenting ideas to others, and 
gain a greater understanding of the process of change. I realised that I had found 
managing questions following the presentation challenging, particularly when the 
questions were directed at me. In discussion with my supervisor I identified this as a 
learning need and have approached two carer groups and have arranged to deliver a 
psychologically-based presentation/ workshop on a topic relevant to them. This is 
with the aim of gaining confidence in presentation skills, in particular, spontaneously 
managing questions in front of people.
The PBL task did enhance my understanding of the process of change, and made me 
aware of its complexity. The topic of change has since been particularly applicable to 
my adult mental health placement thus far, as I have had to change placement due to 
a stmctural redesign in my initial placement which left members of the multi­
disciplinary team uncertain about their posts. I have only recently begun to reflect on 
this process and how I coped with this transition. Initially, I ‘just got on’ with what 
had to be done, and felt I ‘took it in my stride’. When starting my second placement, 
I was anxious as it was a time of great uncertainty for me. More recently, however, I 
have begun to set new goals for my current placement and feel that I am starting to
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integrate into the team with my new colleagues. This process of transition is akin to 
Bridges’ (1995) account of the stages in an organisational change process. The fact 
that I have only recently been able to reflect on this also suggests that perhaps I was 
in ‘shock’ or ‘denial’ in the first stages of the transition several months ago, as the 
model suggests (Bridges, 1995).
3. CONCLUSION
Writing this account has given me an opportunity to reflect on the original PBL task 
in the context of clinical experience gained on my adult mental health placement 
since completing the task. The PBL task exploring the ‘relationship to change’ 
provided our personal and professional learning discussion group with an 
opportunity to begin to get to know each other; including each other’s preferred style 
of working, in addition to the roles we took within the group. Keeping a reflective 
journal provided new insight to the PBL task and a platform from which to reflect. I 
have learnt the value of this and I will continue writing my journal throughout 
training. Reflecting on the task has made me aware of how much I have learnt in the 
five months since beginning training, and has given me an opportunity to exercise 
my reflective capacity whilst working in a scientist-practitioner framework. My work 
continues to present challenges, and this is a reminder of how much more there is to 
learn.
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Problem Based Learning Reflective Account II 
PEL Assignment II 
February 2012, Year Two
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1. INTRODUCTION
1.1 Problem-Based Learning
Problem-based learning (PEL) is a method used in tutorials wbicb encourages 
individuals to use a problem case or scenario as a platform to identify tbeir own 
learning objectives (Wood, 2003). In tbis case tbe ‘original problem’ was a task to 
produce and deliver a group presentation on a case vignette. Tbe main question was 
to assess tbe risk posed to two young children who bad been placed in foster care and 
were awaiting a foil child protection case conference. Tbis involved exploring issues 
around tbe case, including child protection, parenting and learning disabilities, 
domestic violence and kinship care. We bad several study sessions in wbicb to do 
tbis as a group.
1.2 Objectives
Tbe aim of tbis account is to reflect on tbe PEL task described above, conducted in 
tbe context of a personal and professional learning discussion group (PPLDG) 
comprising of seven Trainee Clinical Psychologists. Tbe group was formed 
approximately one year before starting tbis PEL task. I^  will use tbe approach taken 
to address tbe PEL task to facilitate reflections on my own position within tbe group 
process and tbe wider group processes during tbe PEL task. Some reflections may 
draw on an initial PEL task completed by tbe same PPLDG when it was newly- 
formed. Reflections on tbe current task will be made in tbe context of my clinical 
experience since starting training and more specifically, in tbe four months since 
completing tbe task.
Tbis account is written in tbe first person to promote a reflective style of writing.
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2. REFLECTIVE ACCOUNT OF THE PBL TASK
2.1 Reflections on the Problem-Based Learning Task Process
The Approach to the Task
We decided to use a role-play of a professionals’ meeting to present some of the 
issues raised in the vignette. We used our experience of team meetings and used 
thought bubbles to highlight what some of the unspoken thoughts of various 
professionals (and also those who access services) might be. It was hoped that this 
would show some of the dynamics present in a multi-disciplinary team and also that 
there is often a need to moderate what is said in a multi-disciplinary team context. 
We noticed that we were more flexible and creative with regards to how we would 
present the current PBL task. We also found that we focussed more on our interests 
and learning needs as a group, as opposed to reading as much as we could to deliver 
what we thought was a more academic presentation. I enjoyed being able to be more 
creative and approach the task in this way. However, replacing the traditional 
PowerPoint presentation with a role-play seemed in some ways ‘risky’ to me as it 
was an alternative approach that we would not have considered for the initial PBL 
task the previous year. Although the role-play was the main part of the presentation, 
we decided to develop a PowerPoint slide for the objectives and a slide for 
reflections. Our rationale for this was to enhance the structure of the presentation and 
to signpost the audience. However reflecting on this now, I wonder whether the 
PowerPoint also served as a strategy to contain the group’s anxiety about presenting 
our ideas in a more novel way than we had been used to.
Emphasis was placed on grounding the topics we were discussing in psychological 
theory. However, we did not explicitly name or describe any of those theories as we
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did in the initial PBL task one year previously. Instead we based the presentation on 
psychological theory, integrating the literature and our own knowledge to inform 
what we presented. Competencies such as basing clinical work on theory and/or an 
evidence base are central to clinical psychology (Roth and Pilling, 2007). Integrating 
theory into the presentation in a more flexible way has enabled me to think more 
creatively about drawing on theory in my clinical practice. I am currently on my 
older adult mental health placement which often requires drawing on and integrating 
numerous sources of literature together to adapt interventions with an evidence base 
to suit a very diverse client group (for example, using a cognitive-behavioural 
approach with individuals with mild cognitive impairment).
In relation to the PBL task, we were unsure as to whether we should have 
incorporated theory more explicitly and initially grappled with taking this ‘risk’. 
Mason (1993) describes a theoretical model in which uncertainty can be both 
creative and safe, or overwhelming and unsafe. He also argues that certainty can also 
be safe (for example a space provided by a therapist), but also unsafe (paralysed by 
needing to know and be certain). Reflecting on the group process more generally, I 
wonder whether we felt in a position of safe uncertainty when approaching this task 
(i.e. flexible and creative). In relation to my contributions to the task, I also feel I was 
more able to take more risks in what I said whilst not knowing the response of the 
group. Whilst this is likely to have been due to a deeper trust gained from the group 
as the group has developed, I also feel that I was in a more curious position and felt 
able to share those curiosities despite not knowing where they might lead. Tolerating 
uncertainty continues to present as a challenge to me both personally and 
professionally, as I am someone who takes comfort in certainty. Embracing
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uncertainty is something I endeavour to do in my clinical practice; both through 
modelling safe uncertainty (for example adopting a curious stance and opening up 
possibilities); in addition to actively encouraging clients to challenge beliefs around 
intolerance of uncertainty (for example through behavioural experiments). The 
feedback we received from the course team was positive with regards to the approach 
we decided to take, which reinforces the positive aspects of taking risks in the face of 
uncertainty. This has encouraged me to think about taking more ‘risks’ and embrace 
uncertainty, in the professional but also the personal sphere.
Diversitv
As a group, we value the diverse range of experiences individuals bring to the group. 
In relation to this task in particular, one group member commented on cultural 
differences raised by some of the issues in the task. Of particular interest was a 
comment about considering the cultural background of the family in the vignette: If 
the family presented in the vignette were from a different culture (for example lived 
in an Asian community), attitudes to kinship care may have been different as it is 
more typical in Asian cultures. This discussion enhanced the group’s reflections on 
cultural assumptions we were making throughout the task. This example has stayed 
with me since completing the task and had made me more aware of the need to 
regularly reflect on my own cultural heritage and assumptions and how these might 
influence work with clients who come from a range of cultural backgrounds.
Group Processes
The approach to the task seemed much more efficient in terms of time taken to 
develop ideas. It was a cohesive approach for which there were shared objectives as
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opposed to competing goals. Drawing on Tuckman’s (1965) theory of group 
development, I wonder whether our group had entered the ‘norming’ and potentially 
reached the ‘performing’ stage of the model when approaching this task. Tuckman 
(1965) proposed that in the ‘norming’ stage of group development, one goal and a 
mutual plan is agreed upon by the group. In this stage, some group members may 
hold back ideas in order that the group functions and the task is completed. In the 
‘performing’ stage the group is able to strive for the mutual goal effectively without 
inappropriate conflict or the need for external supervision (Tuckman, 1965). I would 
argue that as a group, we had become autonomous as we did not have a group 
facilitator or supervisor for the PBL task. This could be an indication, that whilst 
working on this task, we entered the ‘performing’ stage. I found it difficult to 
ascertain whether we were in this of group development and I wonder whether 
different group members may have alternative perspectives. For example, if some 
group members held back ideas to ease the process of developing the presentation, it 
could be that we were in the ‘norming’ stage.
Considering how we approached the task as a group led me to think more 
specifically about my role within that process. As someone who had been looked 
upon to lead and initiate in the past, I feel that my role within the group on this task 
was less distinguished in this way. I felt I was less dominant in terms of contributions 
to the development of the presentation. I reflected on this with the PPLDG who 
agreed that as a group, our roles seemed to be more flexible and ‘merge’ more so that 
group members contributed more equally (i.e. discussion not dominated by the more 
outspoken group members). On reflection, I wonder whether this was due to
81
individual members of the group feeling safer and therefore offering more 
contributions.
In comparison to the first PBL task completed one year previously, group members 
seemed much more confident about what they brought to the task. We also seemed 
more willing not to have our specific contributions recognised, but that information 
brought was for the group to use as a unit. I wonder whether the increased 
confidence within the group is as a result of placing a greater trust in the group. It has 
been suggested that if group members are able to establish a secure attachment with a 
particular group, they are more likely to trust fellow group members and be less 
preoccupied with either being accepted or rejected by the group (see Markin & 
Marmarosh, 2010). I wonder whether this facilitated me feeling less likely to need to 
prove myself which enabled me to feel more comfortable being myself and offering 
contributions. This also seemed evident in that as a group, we were more comfortable 
and confident sharing personal experiences related to the task, which perhaps was a 
sign that group members felt less vulnerable. It could also highlight the development 
of the capacity to be more self-reflexive, which is something I am actively 
encouraged to do in relation to my clinical work, particularly during supervision.
2.2 Reflections on the Presentation
The PBL task enhanced my understanding of issues that could arise when working 
with young people and their families and made me aware of their complexity. This 
highlighted a learning need for me to diversify my clinical experience to include 
working with young people and those with learning disabilities, which I will have the 
opportunity to do in future placements. Despite the complexity, I felt less anxious
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when presenting the material for this PBL task compared to the initial PBL task we 
did as a group. I wonder whether this was because I felt more comfortable in the 
group in general and felt less need to ‘prove myself as discussed above. I also 
wonder whether using a more creative and flexible approach meant that there was no 
‘right way’ of presenting the material, which encouraged us to explore the issues 
rather than worry about developing the ‘perfect’ presentation. The feedback we 
received for the presentation from the staff team was positive. This has encouraged 
me to try working in a more creative and flexible way in the future.
The vignette raised numerous ethical dilemmas for us. It was felt that the 
presentation style used was one way of showing this. For me, it also related to the 
stage of training and changing expectation of us as second year Trainee Clinical 
Psychologists. Whereas the first year was more concerned with the content of clinical 
work and the mechanics of the approaches used, I feel that process issues and ethical 
dilemmas such as those raised in this task are held in mind to a greater extent at my 
current stage of training.
2.3 Final Reflections
Whilst writing this account, I realised that quotes regarding reflections during the 
PBL task process were omitted due to gaps in my reflective journal. Whilst regular 
reflective supervision on my current clinical placement has enhanced my reflective 
capacity in general, I am curious as to why I have not prioritised my reflective 
writing as I did last year. I wonder whether I am developing my reflective capacity 
and therefore feel there is less need to use writing to facilitate this. However, I find 
writing useful so wonder whether it is more likely that it has not been prioritised due
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to other demands of training. I will thus endeavour to put some time aside for 
reflective writing in the near future.
3. CONCLUSION
Writing this account has given me an opportunity to reflect on the original PBL task 
in the context of clinical experience gained since starting training and more 
specifically, on my older adult mental health placement in the four months since 
completing the task. The PBL task exploring this case and its dilemmas provided our 
PPLDG with an opportunity to explore more creative ways to present material and to 
take risks in relation to this in the face of uncertainty. In addition, it has facilitated 
reflections on how our roles have evolved within the group. The omission of quotes 
from my reflective journal has highlighted to me that I may need to think about 
putting time aside for written reflections on a more regular basis as I did last year.
Reflecting on the task has made me aware of how far the PPLDG has developed 
since beginning training and more specifically, group processes in my current second 
year of training. My work continues to present challenges as I start to work with a 
more diverse range of presentations and this is a reminder of how much more there is 
to learn.
84
4. REFERENCES
Mason, B. (1993). Towards positions o f safe uncertainty. Human Systems: Journal of 
Systemic Consultation and Management, 4, 189-200.
Markin, R.D., & Marmarosh, C. (2010). Application of adult attachment theory to 
group member transference and the group therapy process. Psychotherapy 
Theory, Research, Practice, Training, 47 (1), 111-121. doi: 10.1037/a0018840
Roth, A.D., & Pilling, S. (2007). The competences required to deliver effective 
cognitive and behavioural therapy fo r  people with depression and with anxiety 
disorders. [Online edition]. Retrieved 22nd January, 2012 from 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPoli 
cvAndGuidance/DH 078537
Tuckman, B. (1965). Developmental sequence in small groups. Psychological 
Bulletin, 63 (6), 384-399. doi:10.1037/h0022100
Wood, D.F. (2003). ABC of learning and teaching in medicine: Problem based 
learning. British Medical Journal, 326, 328-330.
85
Personal and Professional Learning Discussion Group Process Account I
Summary
September 2011, Year 1
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Personal and professional learning discussion groups (PPLDG), are a space for 
Trainee Clinical Psychologists to reflect on their clinical practice in small groups. 
The group discussed here was formed one year ago and comprised of seven Trainee 
Clinical Psychologists. The group met for around 15 90-minute sessions on a 
fortnightly basis.
The aim of this account was to reflect on my"^  own position within the group process 
in addition to the group process itself, and how these processes have evolved. The 
account uses Tuckman’s (1965) model of the development of groups to consider how 
group processes have evolved over the course of the year. My contributions to the 
group and how I have contributed to others’ learning, in addition to what I have 
learnt from group discussions are reflected upon. Reflections are made in the context 
of how my understanding of practice in the National Health Service (NHS) has been 
informed by my experiences of the group over the course of the year.
Reflecting on the processes of our group has made me aware of how much I have 
learnt from the group since beginning training and has given me an opportunity to 
exercise my reflective capacity whilst working in a scientist-practitioner framework.
Kev Reference
Tuckman, B. (1965). Developmental sequence in small groups. Psychological 
Bulletin, 63 (6), 384-399. doi: 10.1037/h0022100
This account is written in the first person to promote a reflective style of writing.
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Personal and Professional Learning Discussion Group Process Account II
Summary 
July 2012, Year Two
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The personal and professional learning discussion group (PPLDG) discussed here 
was formed two years ago and comprised of seven female Trainee Clinical 
Psychologists. The group met for around 15 90-minute sessions over the course of 
the year.
The aim of this account is to reflect on my^ position within the group, in addition to 
how the group has evolved over the course of the second year of training. More 
specifically, my contributions to the group and how I have contributed to others’ 
learning, in addition to what I have learnt from group discussions are reflected on. 
The role of attachment in group processes; tolerating uncertainty and leadership are 
discussed.
Overall, group members seem to be more secure within the group, which has enabled 
us to take more risks and discuss more personal and emotive topics sensitively. We 
continue to embrace uncertainty and it is suggested that we are more conformable 
doing this than last year. The group has experienced different and sometimes no 
facilitator over the course of the year, which has helped us develop ownership of the 
group and consider on our roles as leaders. Reflections are made in the context of 
how my practice as a Trainee Clinical Psychologist in the National Health Service 
(NHS) has been informed by my experiences of the group.
This account is written in the first person to promote a reflective style of writing.
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CLINICAL DOSSIER
September 2010 - September 2013 
Years 1-3
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Overview o f  Clinical Placements 
September 2010- September 2013 
Years 1-3
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PLACEMENT 1:
Placement Type: Adult Mental Health
Service(s): Reigate Community Mental Health Recovery Service
Crawley Community Mental Health Recovery Service 
Organisation: Surrey and Borders Partnership NHS Foundation Trust
Sussex Partnership NHS Foundation Trust 
Dates of Placement: October 2010- September 2011
Experience Gained:
This placement involved working with adults aged 18 to 65 with moderate-severe 
mental health difficulties. I completed clinical risk assessments with this client group 
and gained experience conducting psychometric assessments using the Wechsler 
Adult Intelligence Scale- Fourth Edition (WAIS-IV). I conducted comprehensive 
psychological assessments and developed collaborative formulations with clients 
using a cognitive behavioural approach. I gained experience delivering formulation- 
driven interventions with adults experiencing depression, obsessive compulsive 
disorder (OCD), post-traumatic stress disorder (PTSD), psychosis, body dysmorphic 
disorder and borderline personality disorder/ emotional intensity disorders. Part of 
my intervention work involved co-facilitating a cognitive behaviour therapy (CBT) 
group for people with OCD.
During this placement, I successfully conducted and disseminated a service 
evaluation on the effectiveness of an intervention for people with a diagnosis of 
borderline personality disorder. This work informed future service delivery in the 
locality and provided the basis for further evaluation projects within the service. I
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presented the project at a Trust-wide conference in April 2011 and published it in a 
peer-reviewed journal in 2012.
PLACEMENT 2: 
Placement Type: 
Service(s):
Organisation:
Dates of Placement:
Older Adult Mental Health
Runnymede and West Elmbridge Community Mental 
Health Team for Older People 
Surrey and Borders Partnership NHS Foundation Trust 
October 2011 - April 2012
Experience Gained:
This placement involved working with adults over the age of 65 with moderate- 
severe mental health difficulties. I used cognitive, behavioural and cognitive analytic 
models to inform psychological assessment, formulation and interventions with older 
people and their families, in addition to consultation to carers and staff working 
alongside them. I led the development, delivery and evaluation of a CBT group for 
anxiety and depression on an inpatient unit for older people with severe and enduring 
mental health difficulties. I subsequently provided supervision for an Assistant 
Psychologist delivering the group.
I conducted psychometric assessments using the WAIS-IV, Wechsler Memory Scale- 
Fourth Edition (WMS-IV), Behavioural Assessment of the Dysexecutive Syndrome 
(BADS) and the Delis-Kaplan Executive Function System (D-KEFS) with older 
adults experiencing memory problems.
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PLACEMENT 3:
Placement Type: Adult Mental Health-Leaming Disabilities
Service(s): South West Surrey Community Team for People with
Learning Disabilities 
Organisation: Surrey and Borders Partnership NHS Foundation Trust
Dates of Placement: April 2012 - September 2012
Experience Gained:
This placement involved providing individual interventions for clients with mild- 
moderate leading disabilities. I drew on systemic, cognitive, behavioural and 
psychodynamic models to inform psychological assessment, formulation and 
interventions with adults with learning disabilities and relevant others in their 
systems. Within this placement, I was able to adapt therapeutic techniques to meet 
the needs of the clients I was working alongside (for example adapting language, the 
use of visual aids etc.). My role also involved indirect work with families, carer and 
staff in residential homes. I was able to offer consultation work to staff teams using 
reminiscence techniques for individual with a learning disabilities and emerging 
dementia.
I conducted functional assessments with individuals experiencing more severe levels 
of cognitive impairment, who displayed behaviours that others experienced as 
challenging. I carried out cognitive assessments (using the WAIS-IV and WMS-III 
and IV) with people with a range of cognitive ability.
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PLACEMENT 4:
Placement Type: Child and Adolescent Mental Health
Service(s): Berkshire Child and Adolescent Mental Health Service
(Anxiety and Depression Pathway)
Organisation: Berkshire Healthcare NHS Foundation Trust
Dates of Placement: October 2012- September 2013
Experience Gained:
This placement involved working with young people under the age of 18 with 
moderate mental health difficulties. I completed structured diagnostic assessments 
with adolescents presenting with difficulties managing anxiety. I delivered online 
protocolised CBT, formulation-driven CBT, in addition to brief solution focused 
interventions to individuals aged 11-17 experiencing a range of anxiety disorders 
(including social phobia, specific phobias, OCD and generalised anxiety disorder) 
and their families. I developed excellent skills working systemically with individuals 
and their families, in addition to their wider networks (for example schools). I 
adapted I gained experience supervising an MSc student delivering an online CBT 
programme to young people with anxiety disorders.
I carried out psychometric assessments using the Wechsler Intelligence Scale for 
Children-Fourth Edition (WISC-IV) and the Wechsler Individual Achievement Test 
(WIAT) with young people with developmental disorders.
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PLACEMENT 5: 
Placement Type:
Service(s):
Organisation:
Dates of Placement:
Specialist Placement- Child and Adolescent Eating 
Disorders
Eating Disorder Service - Children and Young People 
Surrey Wide
Surrey and Borders Partnership NHS Foundation Trust 
April 2013 - September 2013
Experience Gained:
This placement involved working with young people under the age of 18 with 
moderate-severe eating disorders (anorexia nervosa, bulimia nervosa and eating 
disorder not otherwise specified (EDNOS)), often with comorbid anxiety and 
depression. I completed clinical risk assessments with clients on a routine basis and 
provided specialist psychological assessments to this client group.
I worked therapeutically with individuals aged 11-18 experiencing eating distress 
using interventions informed by cognitive behavioural therapy (CBT), cognitive 
analytic therapy (CAT) and systemic approaches. This included jointly working with 
two family therapists as part of reflecting team.
I gained experience providing to the multi-disciplinary team and enhanced the 
development of an Honorary Assistant Psychologist through joint working in which I 
took the lead.
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Psychological Assessment and Cognitive Behavioural Formulation o f a Woman in 
her Thirties with Body Dysmorphic Disorder 
Case Report I: Adult Mental Health 
May 2011, Year One
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Systems Training for Emotional Predictability and Problem Solving (STEPPS) for  
a Woman in her Forties with a Diagnosis o f  Borderline Personality Disorder
(BPD)
Case Report II: Adult Mental Health 
August 2011, Year One
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Neuropsychological Assessment o f a Man in his Early Eighties with Short-Term
Memory Difficulties 
Case Report III: Neuropsychological Case Report in Older Adult Mental Health
April 2012, Year Two
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An Extended Assessment and Complex Formulation o f a Woman in her Early 
Twenties Presenting with ^Shyness’
Case Report IV: Oral Case Report in Adult Learning Disabilities 
September 2012, Year Two
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A Brief Solution-Focused Approach with an Adolescent in her Farly Teens
Fxperiencing Anxiety 
Case Report V: Child and Adolescent Mental Health 
April 2013, Year Three
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RESEARCH DOSSIER
September 2010 - September 2013 
Years 1-3
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Research Log 
September 2010 - July 2013 
Years 1-3
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Research Log September 2010- July 2013
Experience gained over the course of doctoral training has enabled me to meet all o f 
the criteria set out in the research log as detailed below.
Criteria Brief Log o f  Work
1. Formulating and testing 
hypotheses and research 
questions
YES
Major research project (MRP).
2. Carrying out a structured 
literature search using 
information technology and 
literature search tools
YES
Literature review; 
Service related project; 
MRP.
3. Critically reviewing relevant 
literature and evaluating 
research methods
YES
Literature review; 
Service related project; 
MRP.
4. Formulating specific research 
questions
YES
Literature review; 
Service related project; 
MRP.
5. Writing brief research 
proposals
YES
Service related project.
6. Writing detailed research 
proposals/protocols
YES
MRP.
7. Considering issues related to YES
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ethical practice in research, 
including issues of diversity, 
and structuring plans 
accordingly
Service related project; 
MRP.
8. Obtaining approval from a 
research ethics committee
YES
MRP (NHS and Faculty ethics committees, 
research and development departments).
9. Obtaining appropriate 
supervision for research
YES
Literature review; 
Service related project; 
MRP.
10. Obtaining appropriate 
collaboration for research
YES
Literature review; 
Service related project; 
MRP.
11. Collecting data from research 
participants
YES
Service related project; 
MRP.
12. Choosing appropriate design 
for research questions
YES
Service related project; 
MRP.
13. Writing patient information 
and consent forms
YES
MRP.
14. Devising and administering YES
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questionnaires Service related project; 
MRP.
15. Negotiating access to study 
participants in applied NHS 
settings
YES
MRP (two NHS Trusts).
16. Setting up a data file YES
Service related project; 
MRP (SPSS and Excel).
17. Conducting statistical data 
analysis using SPSS
YES
MRP (descriptive statistics, testing 
assumptions, correlation and regression 
models, meditational analysis).
18. Choosing appropriate 
statistical analyses
YES
Service related project (reliable and clinically 
significant change analyses);
MRP (correlation, regression and mediation).
19. Preparing quantitative data for 
analysis
YES
Service related project;
MRP. This included data screening and 
cleaning, identifying outliers etc.
20. Choosing appropriate 
quantitative data analysis
YES
Service related project (single case analysis); 
MRP (power calculations, correlations, 
regression and meditational analyses).
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21. Summarising results in 
figures and tables
YES
Literature review; 
Service related project; 
MRP.
22. Conducting semi-structured 
interviews
YES
Conducted semi-structured diagnostic 
interviews as part of a research trial on my 
child core clinical placement.
23. Transcribing and analysing 
interview data using 
qualitative methods
YES
Qualitative research project (thematic analysis 
used).
24. Choosing appropriate 
qualitative analyses
YES
Qualitative research project (thematic analysis).
25. Interpreting results from 
quantitative and qualitative 
data analysis
YES
Literature review; 
Service related project; 
MRP.
26. Presenting research findings 
in a variety of contexts
YES
Academic and clinical settings. For example, I 
presented my service related project to team 
managers at a Trust wide conference in April 
2011.1 have presented my MRP to special 
interest groups in the subject area at the 
University, in addition to a national conference
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for people with lived experience of OCD in 
November 2012.
27. Producing a written report on 
a research project
YES
Literature review; 
Service related project; 
MRP.
28. Defending own research 
decisions and analyses
YES
Literature review; 
Service related project; 
MRP.
29. Submitting research reports 
for publication in peer- 
reviewed journals or edited 
book
YES
See Volume 1 appendix for two publications 
during training.
30. Applying research findings to 
clinical practice
YES
Service related project, 
Clinically-relevant MRP.
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How is Alcohol use portrayed in the Media fo r  Young People? 
Abstract of Qualitative Project 
June 2011, Year 1
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Introduction: There is suggestion in the mental health literature that negative 
attitudes and stereotypes held by adults are likely to have emerged from beliefs 
established in childhood (Wahl, 2002) and appear to be stable over time (Green, 
McCormick, Walkey & Taylor, 1987). The mass media has been highlighted as a 
potential source of misconceptions about metal health difficulties and has been 
implicated as a contributor to stigma towards mental illness (for example, 
Diefenbach, 1997).
Aims: The current research aimed to explore how the use of alcohol is portrayed in 
media targeted at young people and consider the implications of this.
Method: A special article entitled “Living with Alcohol” (BBC, 2010) by the current 
affairs programme ‘Newsround’, was selected as the source of data for analysis. 
Analysis: The data was transcribed verbatim. Thematic Analysis (Braun & Clarke, 
2006) was used to analyse the data.
Results: The three master themes emerged from the analysis: Effects of Alcohol, 
Children’s Emotions and Beliefs about Consumption of Alcohol. Quotes were used 
to evidence their development from the analytic process. The presence and nature of 
researcher bias and how this may have affected the process of the project is 
discussed.
Discussion: The findings are considered within the context of the wider literature on 
stigma and alcohol use. The study’s strengths and limitations are discussed, 
including a critique of the analytic method and representativeness of the findings. 
Suggestions for friture research are proposed.
Conclusions: The current study argues that Newsround portrayed alcohol use/
misuse as widespread amongst adults and described it as serving a fiinction. It 
discussed the consequences of alcohol consumption within a biopsychosocial
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framework. The emotions linked with alcohol consumptions are portrayed as largely 
negative. Consideration of treatment and rehabilitation approaches in the article is 
focussed on a medical model.
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An Evaluation o f  the Effectiveness and Acceptability o f  a Dialectical Behaviour 
Therapy Service fo r  Individuals with a diagnosis o f  Borderline Personality
Disorder
Service Related Research Project: Resubmission 
September 2011, Year One
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ABSTRACT
Bacl^round: The National Health Service (NHS) is increasingly being driven by 
outcome-based evidence for effective interventions.
Objectives: To evaluate the effectiveness and acceptability of a dialectical 
behavioral therapy (DBT) service for individuals with a diagnosis of borderline 
personality disorder (BPD).
Method: A within-subject, repeated measures design was used to measure BPD 
symptomatology and general mental health symptomatology of six BPD clients 
referred to the DBT service, at assessment and at 16 weeks. Treatment acceptability 
was measured using a client feedback questionnaire at 16 weeks. Single case 
statistics were used to analyse symptomatic change. Descriptive statistics at group 
level were used for treatment acceptability.
Results: Three clients improved reliably in terms of their overall BPD 
symptomatology (p<.05). This change was clinically significant for one client. In 
relation to impulsive self-destructive behaviours, two clients improved reliably 
(p<.05). One client demonstrated reliably higher impulsivity scores (p<.05) at 16 
weeks. No clinically significant changes were observed. One client improved reliably 
in relation to general mental health symptomatology (p<.05). This was not clinically 
significant. Two clients showed reliable deterioration. High levels of satisfaction 
were reported.
Conclusions and Recommendations: This project has provided some preliminary 
information on the effectiveness and acceptability of a DBT service for individuals 
with BPD. The caveats and implications of the evaluation are discussed. Further 
ongoing evaluation to increase the sample size is recommended to test these initial 
findings more robustly.
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1. INTRODUCTION
Current National Health Service (NHS) policies point to the need to measure 
outcomes of psychological treatments (for example No Health Without Mental 
Health, HM Government, 2011). The evaluation of services is therefore becoming 
increasingly important.
1.1 Borderline Personality Disorder
Individuals with a diagnosis of Borderline personality disorder (BPD) often present 
with a range of symptoms including impulsive risk taking, frequent suicide attempts 
and self injury (American Psychiatric Association, 1994). The outcome of BPD 
treatments is variable (Bateman, 2005).
1.2 Dialectical Behavioural Therapy
Dialectical behavioural therapy (DBT) was devised to offer individuals diagnosed 
with BPD a comprehensive intervention (Linehan, 1993) and aims to increase 
emotional regulation and promotes acceptance of the self, the emotional state of the 
individual and their environment. It comprises group skills training; individual 
therapy; telephone consultations; in addition to a consultation team for therapists. It 
aims to reduce psychological distress and the frequency of self injury.
There is currently some evidence to support the use of DBT for BPD (Brazier et al., 
2006) and in particular, the effectiveness of DBT for women with BPD who self 
harm (Linehan et al., 2006). The National Institute for Health and Clinical 
Excellence (NICE) recommends DBT as a possible intervention for BPD, but states 
that further research is needed (NICE, 2009). In addition, as DBT is expensive to
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deliver (Brazier et al., 2006) it is important for services to investigate the 
psychological impact of DBT and demonstrate good outcomes.
The DBT service evaluated here is based between two community mental health 
recovery services (CMHRSs). The main components offered by the service for BPD 
include an assessment; a weekly DBT group; and weekly individual sessions. The 
DBT group consists of four modules lasting six months in total (core mindfulness; 
distress tolerance; emotional regulation; and interpersonal effectiveness). These skills 
are reinforced in individual sessions and in telephone consultation between sessions. 
Clients repeat the four modules twice as part of a rolling group programme. The 
service is delivered by six therapists, comprising three psychologists, one 
occupational therapist, and two social workers.
An initial evaluation of this service conducted in 2007/8 recommended that self 
injurious behaviours should be evaluated in more detail. Quantitative feedback 
revealed high levels of satisfaction, but qualitative feedback was not reported.
1.3 Rationale
In response to the need for routine outcome-based evaluation of the effectiveness of 
the DBT service, in addition to recommendations regarding emphasis on self 
injurious behaviours from the initial service evaluation, the current project was 
designed to evaluate the effectiveness of the DBT service for treating individuals 
with BPD. The service hoped to gather a ‘snapshot’ of data over a short space of time 
within the rolling group programme to gain a sense of how individuals using the 
service were responding to treatment. Outcome in terms of treatment acceptability
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was addressed to include an opportunity for qualitative feedback. This is particularly 
relevant to individuals with a diagnosis of BPD, as their perspectives are often 
overlooked (Castillo, Allen, & Coxhead, 2001).
2. OBJECTIVES
The primary aim was evaluate the effectiveness of the DBT service for individuals 
with BPD by investigating: (i) whether service users experienced symptomatic 
improvement after engagement with this DBT service; and (ii) whether using the 
service reduced service users’ risk to themselves (i.e. reduce self 
destructive/impulsive behaviours). The second aim was to evaluate the acceptability 
of the service to clients. It was intended that this evaluation would be the start of 
longer term, ongoing evaluation of the service.
2.1 Hypotheses
1. Reliable improvements in BPD symptomatology would be shown for a majority 
of clients.
2. Reliable improvements in impulsive and destructive behaviours would be shown 
for a majority of clients.
3. Reliable improvements in global mental health symptomatology were postulated 
for a majority of clients.
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3. METHOD
3.1 Design
A within-subject, repeated measures design was used to gather a ‘snapshot’ of data at 
two time points. The dependent variables were the levels of BPD symptomatology; 
the levels of self-destructive and impulsive behaviours; levels global mental health 
symptomatology; and levels of client satisfaction. The independent variable was the 
time-point (i.e. commencement of the group and following the end of the second 
module of the group at week 16).
3.2 Participants
The sample included seven clients with BPD attending the DBT service in November 
2010. This included five new referrals to the service and two clients who were on 
their second cycle of DBT. All seven clients agreed to participate. One participant 
dropped out of treatment and did not provide data for this evaluation. Analysis was 
therefore limited to 6 of the 7 initial participants.
3.3 Measures
Client Feedback Form based on the Client Satisfaction Questionnaire fCSO-S: 
Larsen. Attkisson. Hargreaves. & Nsuven. 1979).
The CSQ-8 is an eight item self-report measure assessing client satisfaction with 
treatment. It has good reliability (a= .8S-.93; Attkisson & Greenfield, 2004; 
maximum score = 32). The adaptations made consisted of minor changes to the 
original questions and the addition of two questions (items 9 and 10) in order to tailor 
the questionnaire more specifically to this DBT service, and to elicit qualitative 
feedback. See Appendix A for original version and Appendix B for adapted version.
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Symptom Checklist 90-Item- Revised rSCL-90-R: Derosatis. 1994V 
The SCL-90-R is a 90-item self-report symptom inventory comprising of nine 
symptom dimensions. It demonstrates good internal consistency (a= .77-.90) and 
test-retest reliability (r= .68-.90), in addition to good concurrent, predictive and 
construct validity (see Derogatis, 1994). The Global Severity Index (GSI) score from 
this measure was used as it has been reported that it is the best single indicator for the 
current level of psychological distress and depth of disorder (Derogatis, 1994; 
maximum GSI score = 4).
Zanarini Rating Scale for Borderline Personality Disorder IZAN-BPD: Zanarini. 
20031.
The ZAN-BPD is a clinician-rated, 9-item clinical interview schedule which captures 
BPD symptom severity over the past 14 days. It comprises of questions relating to 
specific BPD diagnostic criteria as defined in DSM-IV (American Psychiatric 
Association, 1994). It demonstrates high internal consistency (a= .85) and test-retest 
reliability (r = .59-.93) in addition to significant discriminant and convergent validity 
(Zanarini, 2003). The total ZAN-BPD score (maximum score = 36) and the total 
ZAN-BPD impulsivity score (maximum score = 8) were used.
3.4 Procedure
The SCL-90-R was given to clients by DBT therapists at assessment for the current 
cycle of DBT and 16 weeks after the end of the second module of the DBT group. 
Clinicians also completed the ZAN-BPD for each client at these time-points. The
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client feedback forms were distributed at week 16. Questionnaires were analysed by 
the author.
3.5 Ethical Considerations
This service evaluation did not require ethical approval. All data were anonymised to 
maintain participant confidentiality. In line with Trust policy, the evaluation was peer 
reviewed by the University of Surrey and granted approval fi*om the Trust’s Research 
and Development department (see Appendix C). The data analysed for this 
evaluation were collected as part of routine clinical practice. The purpose of data 
collection was explained to clients and it was made clear that their participation was 
voluntary.
4. ANALYSIS
Group and individual level analyses were conducted. At group level, descriptive 
statistics were used to describe sample characteristics and the quantitative data on 
treatment acceptability. It was intended that the qualitative data on treatment 
acceptability would be analysed using thematic analysis (Braun & Clarke, 2006).
Individual case statistics were considered more meaningful given the limited sample 
size achieved in this evaluation, and the importance of assessing within-participant 
variability over a treatment course (Long & Hollin, 1995). Symptom change was 
analysed in terms of reliable change and clinical significance. The reliable change 
index (RCI; Jacobson & Traux, 1991) was used to determine whether the magnitude 
of change observed for each client was statistically reliable (i.e. not likely to be due
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to chance). A change of more than 1.96 (Jacobson & Traux, 1991) from pre to ‘post’ 
(in this case 16 weeks) was taken to signify that the change was reliable at a 95% 
significance level (p<.05). The clinical significance criterion was used to determine 
whether the reliable change was also of sufficient magnitude to suggest movement 
between a clinical and non-clinical range (Jacobson & Traux, 1991).
ZAN-BPD
The test-retest reliability scores required for the calculation were taken from Zanarini 
(2003). Norms were taken from Zanarini (2003)  ^to calculate the RCI (as opposed to 
the sample mean) as the current sample size was limited. The clinically significant 
change index calculation (Jacobson & Traux, 1991; see Appendix D) also used group 
norms (Zanarini, 2003). The thresholds between clinical and non clinical scores for 
the ZAN-BPD total and the impulsivity subscale score were 8.29 and .9 respectively. 
These were used to determine clinically significant change for clients who showed 
reliable change (see Appendix E, Table 1).
SCL-90-R
The coefficient (a) needed for this calculation was taken from (Dolan, Evans & 
Wilson, 1992). Despite the calculation outline in Jacobson and Traux (1991) using 
the test-retest reliability, many published studies have used the same method using 
the internal consistency (a) when the test-retest reliability is not available (for 
example, Dolan, Evans & Wilson, 1992).
 ^Clinical mean ZAN-BPD total score = 14.3 (SD =6 .8); non-clinical mean = 5.2 (SD 
=3.5); Clinical mean ZAN-BPD impulsivity score =1 . 7  (SD =1.4); non-clinical 
mean = .5 (SD =.7).
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The clinically significant change index (Jacobson & Traux, 1991) calculation used 
group norms which were taken fi*om the SCL-90-R manual (Derogatis, 1994) A 
raw GSI score of less than .69 was calculated to be the threshold for a ‘non-clinical’ 
range (see Appendix F, Table 1).
5. RESULTS
5.1 Demographic Characteristics
The sample consisted of six White British females aged 19-52 (mean =38.33; 
SD=11.38) who had all engaged in psychological interventions in the past.
5.2 Effectiveness
Overall BPD Svmptoms and Impulsivitv
Reliable change was calculated as outlined by Jacobson and Traux (1991; see 
Appendix D).
 ^Clinical mean GSI score = 1.35 (SD=69); non-clinical mean=.36 (SD=.35).
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Table 1
Reliable and Clinically significant change Indications fo r  the total ZAN-BPD and 
ZAN-BPD Impulsivity Subscale Scores.
Total ZAN-BPD 
(r=.93)
IS
(r= .86)
Cycle of 
Treatment
Pre Post Pre Post
Client 1 11 18 RC- 1 4 2
Client 2 19 2 4 H C - 5 6 2
Client 3 17 16 4 5 1
Client 4 23 lSR c+ 2 3 1
Client 5 25 yRc + *CSC 7 2 R c + I
Client 6 24 1 q Rc +
1- 1 1 . KC+=t^  1 ' 1
6 2 Rc + 1
commencement of DBT groups (week 1; p<.05); ^‘^ '"Reliable deterioration at week 
16 from week 1 (p<.05); *CSC=Clinically significant change at week 16 from week 
1 (p<.05); IS=total impulsivity subscale score.
From Table 1, three clients’ total ZAN-BPD scores improved reliably. This change 
was clinically significant for one client. No changes were observed for one client and 
two demonstrated a reliable deterioration in their total ZAN-BPD scores at week 16. 
In terms of impulsivity scores, 2 of the 6 clients demonstrated reliable improvements 
(p<.05), and three clients made no reliable changes. One client showed reliable 
deterioration (p<.05). No clinically significant changes were observed.
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Overall Global Mental Health Symptomatology
The SCL-90-R scores were analysed in the same way as the ZAN-BPD scores, 
above. For worked example, see Appendix F.
Table 2
Reliable and Clinically significant change Indications fo r  the Raw Global Severity 
Index Scores (GSI) on the SCL-90-R.
Raw GSI Score 
(a= 0.97)
Cycle of 
Treatment
Pre Post
Client 1 1.38 2.33“ " 2
Client 2 2.5 2.74 2
Client 3 1.33 1 1
Client 4 2.82 2.26 1
Client 5 2.25 2.11 1
Client 6 2.04 2.33 1
Note. a= Alpha coefficient for internal consistency; GSI=Global severity Index; 
'^^^^Reliable improvement at week 16 from week 1 (p<.05); ^"^"^Reliable deterioration 
at week 16 from week 1 (p<.05).
From Table 2, one client was found to have improved reliably on the SCL-90-R 
(p<.05). Two clients deteriorated reliably (p<.05), and no change was observed for
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three. No clients demonstrated clinically significant changes in their GSI scores in 
either direction.
5.3 Treatment Acceptability
All participants completed a client feedback form. The mean total satisfaction score 
of the client feedback form was 27.3 (SD=3.72). From the rating scales, all 
participants rated the overall quality of the service as either ‘good’ or ‘excellent’, and 
all described being satisfied with the DBT services they had received thus far. Five 
of the 6 participants reported that the DBT service they had received helped them 
deal more effectively with their problems. In relation to the DBT group, 5 of the 6 
participants reported that at least most of their needs had been met.
Thematic analysis (Braun and Clarke, 2006) of the qualitative data could not be 
conducted due to insufficient data (i.e. lack of data richness). The minimal qualitative 
data collected was summarised descriptively. Qualitative data regarding what was 
helpful and unhelpful thus far was provided by 4 of the 6 participants. One individual 
found the service provided a useful space in which they ""could talk to people who 
understand'. Two commented that they found it helpful to monitor their mood and 
reflect on patterns. One fed back that they found they had too many breaks in their 
individual therapy. Three of the 6 participants commented on how they would like 
the service to be different: One participant noted that they would find more 
communication between group members outside of the group helpful. Two clients 
said they were uncertain about the purpose of the diary cards.
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6. DISCUSSION
6.1 Summary of Results
Mixed results were reported in terms of treatment effectiveness providing partial 
support for the initial hypotheses. There were generally high levels of satisfaction 
indicating good treatment acceptability.
6.2 Strengths and Limitations
Six out of 7 clients remained engaged with the service at 16 weeks. This could be a 
further indication that participants found DBT acceptable, and supports the literature 
which suggests that drop-out-rates are usually significantly higher for control 
treatments compared to DBT (Linehan et al., 2006).
Due to the small sample size, the results of this project are limited in terms of their 
generalisability. The stage of therapy (cycle one or two) was not controlled for. A 
further limitation is that data was collected to provide a ‘snapshot’ at only two time- 
points, which demonstrates only a limited picture of change. Change over time in a 
long-term treatment is unlikely to be linear throughout the treatment process, and 
some scores may have reflected fluctuations in state. It is acknowledged that the 
method used to elicit qualitative data may not have been suitable to gather rich 
enough data to conduct analysis as intended.
6.3 Implications
Overall, continuation of this service should be supported given that 50% of clients 
appear to benefit from it. Such results challenge the perception of this client group 
being ‘untreatable’ (see NICE, 2009). However, the deterioration of some clients
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warrants further investigation to identify the factors that may explain this. Aside 
from failing to benefit significantly from therapy, external factors and improvement 
not being captured by the measures used could be alternative explanations (Sodeke- 
Gregson, Radcliffe & Goodbody, 2011).
As mentioned above, the stage of therapy was not controlled for. Clients who 
demonstrated reliable symptomatic improvement were all in their first cycle of 
treatment and overall deterioration was found for the two clients in their second cycle 
of DBT. One hypothesis for this could be that individuals make more therapeutic 
gains in the initial phases of treatment, which tapers in the latter stages. Secondly, 
given that people with a diagnosis of BPD often have difficulties with abandonment 
(Linehan, 1993), ending therapy may bring some of these challenging feelings, and 
thus those in their second cycle of DBT may report feeling worse.
The high levels of treatment acceptability suggest that the majority of individuals 
using the service were satisfied with the service they received, which supports 
findings from the previous evaluation of the service. The qualitative data revealed 
that use of diary cards could be an area for discussion. It appears that improvement 
did not relate to treatment acceptability. Satisfaction data may be confounded by 
variables such as clients’ expectations about the service and social desirability which 
were not controlled. Secondly, DBT encourages individuals to become more aware 
of their emotional responses and helps them learn how to manage them, which is 
challenging. Clients may thus report feeling “worse”, but report being satisfied, as 
the treatment received may have helped them to adopt more useful coping strategies.
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Additionally, the adapted measure of client satisfaction used in the present evaluation 
is yet to be validated.
6.4 Recommendations
Service Recommendations
It could be usefiil to discuss the rationale using diary cards in the DBT group. 
However this suggestion is based on the limited qualitative feedback, and should 
thus be considered tentatively.
Future Evaluation
The use of additional time-points for data collection to include initial assessment and 
discharge from the service is strongly recommended. Ongoing evaluation to increase 
the sample size will allow the preliminary findings described here to be tested more 
robustly, and provide a better estimate of the true effectiveness of the service. In 
addition, collecting further qualitative feedback to increase the richness of data 
available would allow for a more comprehensive analysis (thematic analysis; Braun 
& Clarke, 2006). Using an alternative method to elicit feedback such as a focus 
group might enhance the richness of the data.
As DBT is a skills-based intervention, another way to evaluate effectiveness might 
be to use diary cards (collected routinely) to investigate the use o f the skills taught in 
the DBT group. Diary cards could also be used to monitor self-destructive 
behaviours. See Stepp, Epler, Jahng & Trull (2008) for possible methodology. Due to 
the cost of delivering DBT services, drop-out rates and the use of other services 
would be useful additional outcome measures.
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6.5 Dissemination to Service
The project was presented to service managers at a Trust-wide level in April 
2011 (see Appendix G); and to the DBT team on in August 2011. Both presentations 
were well-received, and the DBT service lead plans to use the recommendations to 
inform the fiiture evaluation of the service.
6.6 Conclusion
The preliminary data on the effectiveness and acceptability support the provision of 
the DBT service. However, ongoing evaluation is needed to provide more robust 
estimates of the effectiveness and acceptability of the service.
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APPENDIX A 
Client Satisfaction Questionnaire-8
(see Larsen et al, 1979)
Please help us improve our program by answering some questions about the services 
you have received. We are interested in your honest opinion, whether they are 
positive or negative. Please answer all of the questions. We also welcome your 
comments and suggestions. Thank you very much, we really appreciate your help.
CIRCLE YOUR ANSWER
1. How would you rate the overall quality of service you have received?
Excellent Good Fair Poor
2. Did you get the kind of service you wanted?
No, No, not really Yes, generally Yes, definitively
definitively
not
3. To what extent has our program met your needs?
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Almost all o f my Most o f my needs Only a few  o f my None o f my needs
needs have been met have been met needs have been met have been met
4. If a friend were in need of similar help, would you recommend our program 
to him or her?
No, definitively not No, not really Yes, generally Yes, definitively
5. How satisfied are you with the amount of help you have received?
Quite dissatisfied Indifferent or mildly Mostly satisfied Very satisfied
dissatisfied
6. Have the services you received helped you to deal more effectively with your 
problems?
Yes, they helped a Yes, they helped No, they really No, they seemed to 
great deal somewhat didn 7 help make things worse
7. In an overall, general sense, how satisfied are you with the service you have 
received?
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Very satisfied Mostly satisfled Indifferent or mildly Quite dissatisfied
dissatisfied
8. If you were to seek help again, would you come back to our program ?
No, definitively not No, not really Yes, generally Yes, definitively
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APPENDIX B
Client Feedback Form (Based on The Client Satisfaction Questionnaire; CSQ-8,
Larsen et al, 1979)
Please help us improve our DBT service by answering some questions about the 
services you have received so far. We are interested in your honest opinion about 
your experiences of the DBT group and DBT individual sessions, whether they are 
positive or negative. Please answer all of the questions. We also welcome your 
comments and suggestions. Thank you very much, we really appreciate your help. 
Your responses will be anonymous and wiU in no way effect your future care 
from our service. PLEASE CIRCLE YOUR ANSWER.
1. How would you rate the overall quality of service you have received so 
far?
Excellent Good Fair Poor
2. Have you had the kind of service you wanted?
No, definitively No, not really Yes, generally Yes, definitively
not
3. To what extent has our DBT group met your needs so far?
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Almost all o f my Most o f my needs Only a few  o f my None o f  my needs
needs have been have been met needs have been met have been met 
met
4. If a friend were in need of similar help, would you recommend our DBT 
service to him or her?
No, definitively No, not really Yes, generally Yes, definitively
not
5. How satisfied are you with the amount of help you have received in the DBT 
service?
Quite dissatisfied Indifferent or mildly Mostly satisfied Very satisfied
dissatisfied
6. Have the DBT services you received so far helped you to deal more effectively 
with your problems?
Yes, they helped a Yes, they helped No, they really didn 7 No, they seemed
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great deal somewhat help to make things
worse
1. In an overall, general sense, how satisfied are you with the DBT service you 
have received so far?
Very satisfled Mostly satisfied Indifferent or mildly Quite dissatisfied
dissatisfied
8. If you were to seek help again, would you come back to our DBT service?
No, definitively not No, not really Yes, generally Yes, definitively
9. Was there anything that you found particularly helpful or unhelpful about 
the DBT group and / or individual sessions?
10. Is there anything that you would like to change/ be different in the DBT 
group and / or individual sessions?
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APPENDIX C
Letter of Acknowledgement/ Project Approval
D eari^
Re: ^  Evaluation of the Et%cüveness and Acceptability of a Dialectical Behavlbur 
Therapy Service for Borderline Personality Disorder
R ef:S E 200m 4 .
Thank you for submitting the relevarü docunrientation for thé abo^ service evaluation 
project. We will keep a copy of your project proposal on file. The Trust grants permission for 
you to undertake this service evaluation as proposed
It is your responsibility to comply with the Trust monitoring arrangements and as such you 
are required to submit a copy of the final report k)r this study in due course,
All parties to familiarise therhseives and comply with Trust R&D policies and procedure, 
available on the Trust website:
comply wifri any of thé above may result in withdrawal oi Trust approval.
i  Failure to
wish you well with your project
Kind regardsi / /
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APPENDIX D
Reliable Change and Clinically significant change Calculations
The following calculations were used for both the SCL-90 and ZAN-BPD scores 
(based on method outlined in Jacobson & Traux, 1991).
Reliable Change Calculation (from Jacobson & Traux. 1991. pp. 141:
RC— x? — Xj_
Sdiff
Sdiff=V2(SEf
SE=sWl-r
Where:
RC=Reliable change
r= Test-retest reliability of the measure (the a coefficient was used in the SCL-90 
GSI calculation as the r%xwas not available). 
xi= Pre-intervention baseline score 
X2= Score at 16 weeks (‘post-test score’)
Sdiff= Standard error of the difference between test scores 
SE= Standard error
Clinicallv Significant Change Calculation (from Jacobson & Traux. 1991. pp. 13):
C= ^oM i+_Si Mo
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So + Si
Where:
C= Clinical change
Mo= Mean of non-clinical group (‘dysfunctional’) 
Mi= Mean of clinical group (‘functional’) 
So,=Standard deviation of non-clinical group norm 
Si=Standard deviation of the clinical group norm
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APPENDIX E
ZAN-BPD Clinically significant change Data for Calculations
Table 1
Clinically Significant Change Index Indications for ZAN-BPD Total and Suhscale 
Scores.
ZAN-BPD
Score
Clinical norms (sd.) Non-clinical
(sd.)
norms CSC
Total ZAN- 14.3 (6.8) 5.2 (3.5) 8.29
BPD Score
Total 1.7 (1.4) .5 (.7) .9
Impulsivity
Score
Note. Sd.=Standard deviation; CSC= Clinically significant change.
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APPENDIX F
SCL-90-R Clinically significant change Data for Calculations
Table 2
Clinically significant change Indications fo r  Raw Global Severity Index (GSI) Scores 
on the SCL-90-R.
Clinical norms (sd.) Non-clinical norms CSC
(sd.)
1.35 (.69) 0.36 (.35) .69
Note. Sd.=Standard deviation; CSC= Clinically significant change from pre-
intervention observation.
SCL 90-R Worked Example: Reliable Change Calculation (from Jacobson & Traux, 
1991. pp. 14k
SE =0.69Vl-0.97 
=0.1195 
Sdiff=V2(0.1195)^
=0.1690
RC = x? -  Xj_
0.169
Client 5:
RC= 2.26-2.82 
0.169
=-3.31
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Where:
RC=Reliable change
r= Test-retest reliability of the measure (the a coefficient was used in the SCL-90 
GSI calculation as the r%xwas not available). 
xi= Pre-intervention baseline score 
X2= Score at 16 weeks (‘post-test score’)
Sdiff= Standard error of the difference between test scores 
SE= Standard error
SCL-90-R Worked Example: Clinicallv significant change Calculation (from 
Jacobson & Traux. 1991. pp. 131:
C= 0.35x1.35 + 0.69x0.36
0.35+0.69 
= 0.6931 
= 0.69 
Where:
C= Clinical change
Mo= Mean of non-clinical group (‘dysfunctional’)
Mi= Mean of clinical group (‘functional’)
So,=Standard deviation of non-clinical group norm 
Si=Standard deviation of the clinical group norm
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ABSTRACT
Background: Accommodation of symptoms related to obsessive compulsive 
disorder (OCD) is common and has been associated with greater OCD symptom 
severity, in addition to poorer treatment outcome. Levels of accommodation also 
seem to be associated with family/carer mental health. However, not all 
families/carers accommodate the OCD symptoms to the same degree and it 
remains unclear as to why this variability in levels of accommodation exists. 
Aims: This study examines a theoretical model that suggests accommodating 
behaviours mediate the relationship between distress tolerance (more specifically, 
intolerance of uncertainty (lU) and tolerance of negative emotions; TNE) in a 
significant other living with someone with OCD and OCD symptom severity. 
Method: Thirty two adults experiencing symptoms of OCD and someone who 
lived with them completed a survey comprising of screening questions, 
demographic information and self-report questionnaires (total N=64).
Results: The mediation analysis found that the 95% confidence intervals crossed 
zero, showing that levels of relational accommodation did not significantly 
mediate the relationship between lU or TNE in the significant other and OCD 
symptom severity. Furthermore, lU and TNE did not significantly predict levels 
of accommodation to the OCD symptoms. Levels of accommodation predicted 
OCD symptom severity (p<.05), but this did not remain significant when 
controlling for mental health in the significant other living with someone with 
OCD.
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Conclusions: It was tentatively concluded that levels of accommodation are 
unlikely to mediate the relationship between lU or TNE in a significant other 
living with someone with OCD and OCD symptom severity. The findings are 
discussed in relation to the literature and the strengths and caveats of the research 
are summarised. Implications for clinical practice and future research are 
discussed, including the need to measure and control for carer mental health.
Key Words: Obsessive compulsive disorder; family accommodation; intolerance 
of uncertainty; tolerance of negative emotion.
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1. INTRODUCTION
1.1 Overview
This study examines family and carer responses to people experiencing symptoms of 
obsessive compulsive disorder (OCD). More specifically, it investigates 
accommodation of OCD symptoms by a significant other living with someone with 
OCD as a mediating variable between the significant other’s intolerance of 
uncertainty and tolerance of their own negative emotions and OCD symptom severity 
of the person with OCD (see Figure 1). The term ‘significant other’ is used here to 
define an individual who has an important inter-personal relationship with the person 
experiencing symptoms of OCD.
Figure 1. Mediational Model of Relational Accommodation of OCD
OCD
Symptom
Severity
Accommodation of 
the OCD Symptoms
Tolerance of 
Negative Emotion 
(Significant Other)
Intolerance of 
Uncertainty 
(Significant Other)
Figure 1. Mediational model to investigate the relationship between distress 
tolerance in the significant other, levels of accommodation and OCD symptom 
severity.
This introductory section defines OCD and discusses the dominant psychological 
models that have informed its conceptualisation. An overview of the literature on 
families and OCD is provided, followed by a more detailed discussion and critique of
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the literature around each of the concepts shown in Figure 1. The literature review 
concludes by presenting the rationale for the present study.
1.2 Obsessive Compulsive Disorder
Obsessive compulsive disorder (OCD) is characterised by obsessive thoughts and 
compulsive behaviours (American Psychiatric Association; APA, 2000). Obsessions 
are often experienced as persistent thoughts, impulses, or images. The thoughts are 
experienced as distressing for individuals diagnosed with OCD. Compulsions usually 
occur in response to obsessions with the aim of reducing distress. These may consist 
of repetitive behaviours (for example washing or checking) or mental acts (such as 
counting or praying). Whilst the individual recognises that the obsessional thoughts, 
images or impulses are a product of their own mind, they acknowledge them as being 
excessive. The obsessions and/or compulsions are time consuming (often taking up 
more than an hour per day) and may cause marked impairment in functioning (APA, 
2000). Obsessive compulsive disorder has been associated with significant 
impairments in social functioning and quality of life (Eisen et al., 2006) and high 
comorbidity rates with other psychiatric disorders (Torres et al, 2006).
Obsessive compulsive disorder affects around 1 in 100 people in the UK (Torres et 
a l, 2006). Other prevalence studies have estimated that it could affect up to 4% of 
the UK adult population (Douglass, Moffitt, Dar, McGee & Silva, 1995). However, 
these estimates are based on studies recording individuals who seek help for their 
difficulties. The actual number affected is likely to be greater than these figures, as 
individuals are often reluctant to seek help due to the nature of their OCD symptoms 
(Heyman et al, 2001). More specifically, the violent or sexual nature of some
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intrusive thoughts can make it difficult to seek help as individuals may believe that 
their intrusive thoughts indicate a character trait or desire which they are ashamed of 
admitting to (Ferrier & Brewin, 2005). Shame can therefore often be a barrier to 
help-seeking for individuals with OCD.
1.3 Psychological Models of OCD
In terms of the psychological conceptualisation of OCD, behavioural and 
subsequently cognitive theories of OCD have dominated the literature. This section 
offers a brief overview of each approach and discusses the empirical evidence for the 
models.
1.3.1 Behavioural models of OCD
Behavioural theories of OCD suggest that the condition is maintained through 
negative reinforcement (Meyer, 1966). Behaviours aimed at avoiding the feared 
object or event (such as hand washing or checking) are successful in the short-term at 
reducing anxiety and are therefore negatively reinforced (Meyer, 1966). Behavioural 
treatments for OCD aim to reduce negative reinforcement through regular graded 
exposure to the feared object or event whilst simultaneously disengaging compulsive 
behaviours, leading to extinction of the fear response. This is known as exposure 
with response prevention (ERP).
1.3.2 Cognitive models of OCD
Research suggests that the majority of individuals experience intrusive thoughts 
(Rachman & deSilva, 1978). In contrast to behaviour theory, cognitive models 
suggest that individuals with OCD misinterpret the significance of these intrusive
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thoughts leading to extreme emotional responses (anxiety) and strategies to manage 
the thoughts or their feared consequences (Clark, 2004). Several types of appraisal 
are empirically associated with OCD mcluding personal responsibility appraisals for 
causing or preventing harm (Salkovskis, 1985, 1989), beliefs about the fusion 
between thoughts and action (Shafran & Rachman, 2004) and beliefs about the 
importance of thought control (Clark & Purdon, 1993). As a result of these types of 
appraisal, the meanings attached to intrusive thoughts result in anxiety and 
behavioural attempts to counteract these meanings. Cognitive therapy for OCD aims 
to identify and modify the threatening meanings attached to the intrusive thoughts, 
thereby reducing anxiety and the urge to engage in compulsive behaviours to 
counteract them. Behavioural experiments are used to test the meaning of the 
intrusions to facilitate this process.
1.3.3 Empirical evidence for psychological models of OCD
The National Institute for Health and Clinical Excellence (NICE) is a health 
authority of the National Health Service (NHS), which publishes treatment 
guidelines and draws on the evidence base to inform best practice. In the treatment o f 
adults with OCD, psychological treatments are recommended (NICE, 2005). More 
specifically, up to ten hours of ERP (with or without cognitive therapy) is 
recommended in individual or group format for those with mild-moderate functional 
impairment. For severe OCD, more intensive ERP (with or without cognitive 
therapy) is recommended (NICE, 2005). The use of medication is also suggested for 
severe OCD (NICE, 2005).
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Findings from randomised controlled trials show that both ERP and cognitive 
therapy appear to be equally effective interventions for OCD (Whittal, Thordarson & 
McLean, 2005). Combining the two treatments, however, may not necessarily 
improve outcomes (for example, Vogel, Stiles & Gotestam, 2004). When looking at 
long term follow-up, just over a half of people with OCD respond favourably (i.e. 
show reliable and clinically-significant improvements) to ERP (Stanley & Turner, 
1995). Despite the benefits that some people gain from ERP and cognitive therapy 
there is a need to refine psychological therapies for OCD to improve outcomes.
1.3.4 Behavioural and cognitive models of OCD: A critique
A major criticism of behavioural and cognitive models of OCD is that they primarily 
focus on the individual (Renshaw, Steketee & Chambless, 2005). For many years, 
research focussed on the individual experiencing symptoms of OCD and the impact 
of OCD on their own lives (Cooper, 1996). However, there has been a growing 
recognition that OCD is a disorder that impacts on the whole family as well as the 
person suffering from the condition (Steketee, 1997; Stengler-Wenzke, Trosbach, 
Dietrich & Angermeyer, 2004). It is recognised that family members and significant 
others often become involved in symptoms relating to their loved one’s OCD and 
that explicit involvement of significant others in treatment could be beneficial for 
some cases (Fitzgerald & Stobie, in preparation; Stobie, 2009). Investigating how 
others are affected by and respond to symptoms of OCD is therefore pertinent 
(Renshaw et al, 2005).
158
1.4 The Involvement of Others in OCD
1.4.1 Who is affected by OCD?
Research into the involvement of others is particularly relevant to OCD, as family 
members and carers are often more involved in the symptoms, compared to families 
of individuals who are experiencing other mental health concerns, due to the 
obsessions and compulsions often taking place in the home (Renshaw et al., 2005). 
Family members may become involved in providing reassurance, or assisting with 
rituals, or, alternatively, they may refuse to engage with the symptoms related to 
their loved one’s OCD (see Stobie, 2009). Whatever their response, it is possible that 
relationships within the (family) system may experience increased tension and 
potential conflict, in addition to a disruption of goals and fiinctioning of individuals 
within the system (Stobie, 2009).
Overall, research into how others are affected by and become involved with the OCD 
symptoms can be broken down into three main areas: (1) Research that focuses on 
the impact that the family has on those with OCD, mainly in terms of expressed 
emotion; (2) family burden and the impact of the OCD on the family and (3) family 
accommodation in OCD. The following sections provide an overview of these areas 
of research.
1.4.2 Expressed emotion in OCD: An overview
Expressed emotion is a multifaceted construct that incorporates feelings about and 
reported behaviours towards an individual (with a mental health difficulty), typically 
in the family setting, usually by a family member or care takers (Chambless, Floyd, 
Rodebaugh & Steketee, 2007). High levels of expressed emotion encompass
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behaviour such as criticism, hostility and emotional over-involvement. Expressed 
emotion may also include more positive emotional behaviour such as expressing 
warmth towards the individual (Chambless et al., 2007). Theoretically, a high level 
of (negative) expressed emotion can worsen the prognosis of individuals 
experiencing psychological distress. High expressed emotion has been widely 
documented as a significant predictor of relapse in psychosis (see Barrowclough & 
Hooley, 2003, for review) and has been associated with poorer outcomes in 
individuals with eating and mood disorders (see Butzlaff & Hooley, 1998).
In the OCD literature, Steketee (1993) found that negative expressed emotion such as 
criticism and anger from a family member towards an individual with OCD predicted 
relapse. Amir, Freshman and Foa (2000) reported a significant association between 
the level of reported rejection by the relative of the person experiencing OCD 
symptoms and their close one’s OCD severity (r =.24, p  =< .05). Whilst expressed 
emotion has been discussed more widely in relation to other disorders such as 
psychosis, more research is needed into the impact of expressed emotion on 
individuals with OCD and the directional links between severity and negative 
expressed emotion.
1.4.3 Family burden in OCD: An overview
Cooper (1996) conducted a study of 225 families, which considered the impact of 
different OCD symptoms on family members and the sources of help sought by the 
family. A total of 58% of family members reported being involved with rituals. More 
than 80% of participants reported a disruption in their own life and more than half 
reporting a significant interference with family life. Family members also reported
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anxiety about managing their own feelings of anger and grief towards the person 
with OCD. The issues which caused the greatest concern for participants about the 
person with OCD were depression (90%), rumination (86%) and performance of 
rituals (82%). Withdrawal from social and family contact, loss of motivation and 
arguments were further reported difficulties. Whilst this study provided some insight 
into how family members are affected by living with someone with OCD, the 
questionnaire used was developed by the research team and no psychometric 
properties were reported. As such, the results of the study should be interpreted with 
caution. In a study investigating the impact of OCD on marital relationships, 
Emmelkamp, Haan and Hoogduin (1990) found that half of married OCD sufferers 
cited marital problems as a consequence of experiencing OCD.
1.4.4 Family accommodation in OCD: An overview
Family accommodation of OCD symptoms refers to actions taken by those close to 
individuals experiencing symptoms of OCD to facilitate the OCD symptoms. 
Examples include enabling rituals, providing reassurance and modifying routines 
(Storch et al., 2007). It is recognised that the term ‘family accommodation’ has been 
widely used in the literature to describe this concept. However, it tends to refer to 
actions taken by an individual within the system and not multiple family 
members/significant others, as the term suggests. As such, the term family 
accommodation will be used in relation to existing literature, whereas relational 
accommodation will be used to describe the model developed and tested in the 
current study.
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The issue of accommodation in OCD is of particular relevance as it directly 
contradicts the central aims of the recommended psychological treatment for OCD. 
Behaviourally, accommodation of the symptoms could prevent exposure to feared 
situations and thus the person with OCD-related symptoms may not be given an 
opportunity to extinguish the fear response. From a cognitive perspective, 
accommodation could prevent individuals from discontinuing their safety seeking 
behaviours in order to test out their unhelpful threat appraisals and prevent the 
development of alternative, less threatening appraisals. Therefore, the concept of 
family accommodation and OCD will be focused on.
1.5 Family Accommodation and OCD
This section discusses the literature on family accommodation in OCD and a detailed 
discussion as to why accommodating behaviours can be problematic is provided. A 
systematic search of the literature revealed 14 studies exploring family 
accommodation in OCD. See Appendix A for search strategy.
1.5.1 Family accommodation in OCD
Calvocoressi, Lewis, Harris and Trufan (1995) examined the nature and frequency o f 
family accommodation in adults, in addition to the correlation between 
accommodating and an individual’s OCD symptoms. Participants (n=34 relatives) 
included both parents and spouses. Calvocoressi et al. (1995) found that 88.2% of 
participants were engaging in some type of accommodating behaviours. Participants 
reported engaging in decontamination rituals, helping the person with OCD complete 
simple daily tasks and refraining from coming into physical contact with the person 
with OCD. Many relatives reported broader modifications of personal and family
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routines in response to the OCD symptoms. The finding that accommodation to the 
OCD symptoms is common has been replicated in larger, more recent studies of 
family accommodation in both the adult and child literature (for example Merlo, 
Lehmkuhl, Geffken & Storch, 2009; Stewart et al, 2008).
The literature seems to strongly suggest that family accommodation in OCD is 
common. This raises two important questions: Firstly, why is family accommodation 
important to consider and secondly, what are the contributing factors to 
accommodation of the symptoms?
1.5.2 Why is family accommodation a problem?
Theoretically, a behavioural perspective would suggest that accommodation 
negatively reinforces the behaviours and prevents habituation. In terms of ERP, 
accommodating the symptoms could mean that family members and carers are; (1) 
limiting exposure to feared stimuli by performing tasks themselves; (2) limiting 
opportunities for response prevention by engaging in rituals and (3) preventing the 
person from experiencing habituation. In terms of the cognitive model for OCD, 
accommodation might limit opportunities for individuals to gather evidence that 
challenges their beliefs about the intrusive thoughts. Accommodating the symptoms 
allows the individual experiencing OCD-related symptoms to avoid participation in 
feared activities and to obtain reassurance about unrealistic worries. This validates 
their appraisals about the intrusive thoughts and prevents them from challenging 
these beliefs.
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In the child literature Merlo et al. (2009) suggest that if a child’s anxiety is reduced 
by the parental completion of a ritual, this may inadvertently confirm the child’s 
anxious belief, as well as prevent exposure and habituation to the feared situation. 
They argue that parental accommodation, although well intentioned, can actually 
maintain a child’s OCD symptoms. It can also undermine the child and parents’ 
perceptions of the child’s ability to address the problem. Accommodation therefore 
directly contradicts the central aims of cognitive and behavioural therapy, the 
recommended treatments for OCD (NICE, 2005).
If family accommodation is a maintenance factor of OCD, a greater severity of OCD 
symptomatology and poorer treatment outcomes could be expected with higher 
levels of family accommodation.
1.5.3 Family accommodation and OCD symptom severity
This section reviews the literature that has investigated the relationship between 
family accommodation and OCD symptom severity. Figure 2, highlights the area of 
the model that is focused on in the current section.
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Figure 2. Mediational Model of Relational Aceommodation in OCD
OCD
Symptom
Severity
Accommodation of 
the OCD Symptoms
Tolerance of 
Negative Emotion 
(Significant Other)
Intolerance of 
Uncertainty 
(Significant Other)
Figure 2. Mediational model to investigate the relationship between distress 
tolerance in the significant other, levels o f accommodation and OCD symptom 
severity, highlighting the relationship between accommodating behaviours and OCD 
symptom severity.
The majority of studies in the child and adult literature have reported a positive 
correlation between family accommodation and OCD symptom severity. Table 1, 
overleaf, summarises the studies reviewed.
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Table 1 shows that of the 14 studies reviewed on family accommodation in OCD 
from the child and adult literature, ten reported a significant association between total 
levels of family accommodation (as measured by the Family Accommodation Scale 
(FAS) based on Calvocoressi et al., 1995; 1999) and OCD symptom severity (r 
ranges between .18 to .69, p<.05, as shown in Table 1). The majority of studies used 
the Yale-Brown Obsessive-Compulsive Scale, adult and child versions (Y-BOCS; 
Goodman et al., 1989; and C-YBOCS; Scahill et al, 1997) to measure OCD 
symptom severity. Two of the studies reviewed did not assess the relationship 
between OCD symptom severity and levels of accommodation (Calvocoressi et al, 
1995; Futh et al, 2012; see Table 1). The two remaining studies reviewed did not 
report a significant correlation between OCD symptom severity and total family 
accommodation scores (Amir et a l, 2000; Peris et al, 2008). However, Amir et al. 
(2000) reported significant correlations between the total Y-BOCS score and the 
FAS modification subscale (r=.27, p<.05 at baseline, r=.55, p<.05 at post-treatment). 
Peris et al (2008) also reported significant associations between the FAS 
involvement and consequences subscale scores and OCD symptom severity (r=.44 
and .40 respectively, p<.05).
Taken together, it seems that family accommodation is associated with OCD 
symptom severity with a medium effect size on average. However, the causal 
relationship between family accommodation and OCD symptom severity cannot be 
determined from any of these studies. Whilst the findings are consistent with the 
suggestion that degree of family accommodation plays a causal role in exacerbating 
OCD symptoms, the findings are equally consistent with the suggestion that greater 
symptom severity elicits a greater degree of family accommodation (and indeed there
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could well be a reciprocal relationship between the two). Therefore the suggestion 
that family accommodation plays a causal role in maintaining and exacerbating OCD 
symptoms is still not convincingly addressed in the empirical literature and further 
research is needed in order to elucidate the direction of causation.
The studies reviewed must be interpreted in the context of several other general 
caveats that limit interpretation. The parent-rated version of the FAS (FAS-PR; 
Storch, Merlo, & Geffken, 2005) used in several studies (Amir, et al., 2000; Peris et 
al., 2008; Stewart et al., 2008) was an adaptation of the original interview and a 
departure from standard administration procedures of the family accommodation 
scale, interviewer-rated version (FAS-IR, Calvocoressi et al., 1995; 1999). The 
reliability and validity of data reported by Calvocoressi et al. (1995; 1999) were 
based on their interviewer-rated instruments and therefore the psychometric 
properties of the self-rated measure were not known. The psychometric properties of 
the abbreviated 13-item parent-rated measure have since been investigated. The 
FAS-PR evidenced strong internal and test-retest reliability (see Peris et al., 2008). In 
their 2011 study, Flessner et al. reported good to excellent internal consistency, 
adequate to good convergent validity and adequate discriminant validity for the FAS- 
PR subscales and total score Flessner at a l, 2011b). However, this study did not 
directly compare the self-report version with the gold standard FAS-IR.
Finally, most studies reviewed were based in the United States or United Kingdom, 
with the majority of participants coming from a White Caucasian ethnic background. 
This points to a need for more socio-demographically diverse samples of individuals 
with OCD in family research (Peris et al., 2008).
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Family accommodation and treatment outcome
Two of the studies in Table 1 looked at the association between family 
accommodation and treatment outcome (Amir et al., 2000; Merlo et al., 2009). 
Evidence from these studies suggests that accommodating behaviours may be 
associated with poorer treatment outcome in both children and adults with OCD.
Merlo et al. (2009) reported that family accommodation is associated with increased 
OCD symptoms in young people with OCD at baseline and can continue to maintain 
and exacerbate symptoms. The study consisted of 49 6-18 year olds, who completed 
measures at baseline, post-treatment and 14-week follow-up. Family accommodation 
was measured using the FAS-PR and OCD severity was determined using a 
clinician-rated structured interview based on diagnostic and statistical manual of 
mental disorders (DSM-IV-TR; APA, 2000) criteria in addition to the CY-BOCS. 
Post-treatment OCD symptom alleviation (measured by the change from pre- to post­
treatment CY-BOCS score) was associated with a reduction in accommodation to the 
symptoms from pre- to post-treatment, which remained significant when the pre­
treatment OCD symptoms severity was controlled for (Merlo et al., 2009). The study 
also showed that parents are usually unaware of the negative consequences of 
accommodation and believed they were helping to reduce their child’s anxiety. 
Overall Merlo et a l ’s (2009) study concluded that decreased family accommodation 
was associated with improved therapy outcome for the treatment of OCD in young 
people. The longitudinal design of this study, which included a follow-up at 14 
weeks, strengthens the conclusions drawn, as it allowed for levels of accommodation 
at pre-treatment to be controlled for. However, causality and direction of association 
cannot be inferred from this design and correlation analysis.
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In a study of adolescents and adults, Amir et al. (2000) reported that higher levels of 
family accommodation (modification scale) at baseline, as measured by a self-rated 
version of the FAS, were associated with poorer treatment outcome (r=.55, p<.05), as 
measured by the total Y-BOCS post-treatment score. This remained significant when 
the pre-treatment Y-BOCS score was controlled for. Other subscales on the FAS-SR 
demonstrated small to medium effect sizes on post-treatment OCD symptom severity 
(r=.01 (distress caused by accommodating subscale) to .39 (participation in 
symptom-related behaviour subscale)). As with Merlo et al. (2009), controlling for 
the pre-treatment OCD-symptom severity adds to the robustness of the study, as it 
suggests that the relationship between pre-treatment accommodation and post­
treatment OCD severity was not simply because those who did poorly in treatment 
started off with more severe OCD symptom severity. As such, irrespective of pre­
treatment OCD severity, post-treatment OCD-severity was predicted by pre­
treatment levels of accommodation. However, the absence of a control group and the 
correlational nature of the analysis used make inferences about causality and 
directionality of the relationship difficult to draw. The results from these two studies 
suggest that the inclusion of significant others in the treatment of OCD could be of 
clinical value: reducing family accommodation might help improve treatment 
outcome.
In summary, there is evidence from correlational studies that family accommodation 
is associated with OCD symptom severity with a medium effect size and that pre­
treatment levels of accommodation predict poor treatment outcome. Some studies 
found a significant association when controlling for pre-treatment levels o f
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accommodation, which is more consistent with a casual examination. However, none 
of these studies directly address the causal relationship between family 
accommodation and symptom severity/treatment outcome.
1.5.4 Why do people accommodate OCD symptoms?
Despite the suggestion that accommodation is unhelpful, it is apparent that it is 
common. Calvocoressi et al. (1999) reported that 66% of relatives did not believe 
that family accommodation alleviates OCD symptoms and 50% believed that it did 
not improve the functioning of their loved one experiencing symptoms of OCD 
(n=36 relatives). This therefore raises the question: Why do family members and 
carers accommodate their loved one’s OCD symptoms, if they do not think that this 
is helpful?
Several theories as to why people accommodate the OCD symptoms of those close to 
them have been suggested. Early accounts of family accommodation hypothesised 
that the symptoms were accommodated to reduce the sufferer’s distress (Amir et al., 
2000; Calvocoressi et al., 1999; Tynes, Salins, Skiba & Winstead, 1992) or as a way 
of avoiding a feared outcome (Calvocoressi et al., 1999). In addition, Calvocoressi et 
al. (1999) found that 76% (n=36 relatives) of those interviewed reported that they 
accommodated their loved ones OCD to reduce time spent on compulsive activities. 
Taken together, this could suggest that people may accommodate for reasons of 
short-term relief and even survival in the relationship or familial environment.
Levels of family accommodation have also been related to anticipation of the 
reaction the person with OCD would have, should the family not accommodate.
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Family accommodation therefore was strongly correlated with the family’s 
perception of the intensity of anxiety experienced by the person with OCD. Some 
participants also reported that those with OCD would become angry if the family did 
not accommodate, with 24% reporting verbal abuse and 6% reporting physical abuse 
from the person with OCD if they did not accommodate (Calvocoressi et al., 1995).
The studies discussed above suggest that carers may accommodate for different 
reasons. However, this still does not explain why some family members 
accommodate and others do not. The answer to this may lie (at least in part) in the 
characteristics of the relatives. An understanding carer-level factors associated with 
family accommodation is therefore important.
1.5.5 Carer-level factors associated with family accommodation in OCD
In the adult literature on family accommodation in OCD, it has been reported that 
accommodation is associated with carer mental health. Calvocoressi et al. (1995) 
found a positive correlation (r=.72, p<.0001) between the level of accommodation 
family members engaged in and their own levels of distress. Amir et al. (2000) 
supported this in their research investigating the relationship between relative 
distress and levels of accommodation. They reported that relatives reported increased 
anxiety (r=.34, p<.05) and depression (r=.43, p<.001) when they did not assist the 
person with OCD and their loved one became upset (consequences subscale of the 
FAS). Increased anxiety (r=.36, p<.05) and depression (r=.47, p<.001) were also 
reported when relatives helped their loved one with rituals (distress subscale). 
Increased levels of depression (r=.26, p<.05) were associated with a greater 
modification of relative routine (modification subscale). Albert et al. (2010) reported
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that the perceived mental wellbeing of relatives living with someone with OCD was 
inversely correlated with levels of accommodation (r=-.40, p<.001). That is, the 
higher the levels of accommodation, the poorer the perception of their psychological 
wellbeing. In the child literature. Peris et al. (2008) support these findings and 
reported a correlation between levels of accommodation and relative mental distress 
(r=.29, p<.05).
Flessner et al. (2011a) investigated child and parent-level predictors of family 
accommodation in a sample of 96 young people and their families. Correlation 
analyses showed a significant relationship between family accommodation and 
parental anxiety (as measured by the Brief Symptom Inventory; ESI (Derogatis, 
1993b); r=.37, p=.001) in addition to family accommodation and parental 
compulsions score on the Y-BOCS (r =.21, p=.05). Linear multiple regression 
analyses revealed two statistically significant predictors of accommodation: child 
OCD compulsion severity (as measured by the CY-BOCS, p=.04) and parental 
anxiety (p=.05). The final regression model (F=12.23, p  < 0.001) accounted for 23% 
of the variance in total accommodation scores. This suggests that there could be 
other factors that explain the remaining variance in levels of accommodation. It is 
also unclear whether the findings of this research are applicable to adults 
experiencing symptoms of OCD.
With the exception of Calvocoressi et al. (1999) and Flessner et al. (2011a) none of 
these studies measured the OCD symptom severity in the significant other. Parental 
anxiety levels have also been associated with higher levels of accommodation 
(Flessner et al., 2011a), but were not controlled for in the studies reviewed. No
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studies controlled specifically for carer mental health when investigating the 
relationship between levels of accommodation and OCD symptoms severity, despite 
its association with family accommodation (Calvocoressi et al., 1999). This 
highlights the importance of measuring and controlling for such factors in future 
research on family accommodation in OCD.
1.5.6 Family accommodation in OCD: Summary
The literature reviewed thus far strongly suggests that there is an association between 
OCD symptom severity and family accommodation. Two studies have reported an 
association between levels of family accommodation at pre-treatment and treatment 
outcome. The directionality of these relationships is still unclear. There appear to be 
different reasons as to why people accommodate the OCD symptoms, not only to 
prevent an individual from becoming anxious, but also to avoid an angry reaction 
from the individual with OCD.
Research findings suggest that caregivers’ mental wellbeing is negatively correlated 
with family accommodation (for example Amir et al., 2000). One study to date has 
investigated carer-level predictor variables of family accommodation using a 
multiple regression model (Flessner et al., 2011a). Carer anxiety was found to be a 
significant predictor of accommodating behaviour, with the total regression model 
accounting for around 23% of the variance in levels of accommodation. This 
suggests that there are other factors that could explain some of the variability. An 
aspect of the cognitive model for OCD is that compulsive behaviours often make 
sense based on early experiences and exposure to beliefs held within the family 
context (Salkovskis, Williams & Waite, 2009). An extension of this is that, in a
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similar way, family members/fcarers accommodate because of their own inability to 
tolerate the distress arising from not accommodating. Carer distress tolerance could 
explain why some family members have a stronger propensity to accommodate OCD 
symptoms. However, research into factors associated with family accommodation is 
still in its infancy and firm conclusions are difficult to draw.
All studies reviewed concluded that family accommodation to OCD symptoms is 
common with around 90% of relatives accommodating to varying degrees. Family 
accommodation was found to be associated with OCD symptom severity, which 
highlights the importance of understanding the involvement of others in OCD. 
Distress in those living with someone with OCD has been positively correlated with 
accommodation of the OCD symptoms in both parents of children with OCD 
(Flessner et al., 2011a) in addition to spouses, siblings and partners of adults with 
OCD (Amir et al., 2000). Interestingly, the search revealed no literature specifically 
exploring how relatives and carers of individuals with OCD symptoms tolerate this 
distress.
Distress tolerance is a construct from literature that might explain some of the 
variability in levels of accommodation. It has been discussed in relation to various 
mental health difficulties and substance misuse, but is yet to be explored in the 
literature around those who live with someone with OCD. The literature on distress 
tolerance is reviewed in the following section.
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1.6 Distress Tolerance
This section explores the coneept of distress tolerance (both tolerance o f uncertainty 
and tolerance of negative emotion) in relation to both OCD, but more importantly, in 
relation to levels o f accommodation (as highlighted in Figure 3). Aspects of the 
model that are insufficiently addressed in the literature are discussed and a rationale 
for the eurrent study is developed. A systematie literature search revealed 14 studies 
exploring intolerance o f uneertainty and OCD symptoms (in addition to a meta­
analysis), one paper looking at toleranee of negative emotion and OCD symptoms. 
See Appendix A for search strategy.
Figure 3. Mediational Model of Relational Accommodation in OCD
OCD
Symptom
Severity
Accommodation of 
the OCD SymptomsTolerance of 
Negative Emotion 
(Significant Other)
Intolerance of 
Uncertainty » 
(Significant Other)
Figure 3. Mediational model to investigate the relationship between distress 
toleranee in the significant other, levels o f aeeommodation and OCD symptom 
severity, highlighting the relationship between distress tolerance in the significant 
other and levels o f aeeommodation to the OCD symptoms.
1.6.1 The concept of distress tolerance
Distress tolerance is a multi-component construct that consists of one’s evaluations 
and expectations of experiencing negative emotional states in respect to several
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domain specific dimensions, including: tolerance of ambiguity; uncertainty; negative 
emotion; lustration; and physical discomfort (Zvolensky, Vujanovic, Bernstein & 
Leyro, 2010). This section reviews the current literature on the concept of distress 
tolerance in OCD and aspects of distress tolerance in carers.
Of the five theoretical aspects of distress tolerance mentioned above, intolerance of 
uncertainty (lU) and tolerance of negative emotion (TNE) have been reported in 
individuals with OCD or OCD-like tendencies (for example Cougle, Timpano, Fitch 
& Hawkins, 2011; Steketee, Frost, & Cohen, 1998). As discussed above, compulsive 
behaviours often make sense based on early experiences and exposure to beliefs held 
within the family context (Salkovskis et al., 2009). Taken together, this could suggest 
that those living with individuals with OCD could also share beliefs relating to lU 
and TNE. It could be that those living with someone with OCD who are more able to 
tolerate uncertainty, in addition to their own negative emotional states, are more 
likely to tolerate the uncertainty and emotional discomfort that could arise from not 
accommodating the OCD symptoms. This section focuses firstly on the literature 
around lU and TNE in OCD and subsequently research into carer distress tolerance 
(of which lU and TNE are sub-types).
1.6.2 Distress tolerance in OCD
Intolerance of uncertainty (lU) is the tendency to find uncertain situations and events 
difficult (Buhr & Dugas, 2002). It has been suggested that lU is relatively stable over 
time (Dugas, Gagnon, Ladouceur, & Freeston, 1998). The lU construct is an 
important aspect of distress tolerance as it reflects a perceived capacity to be tolerant 
of distressing life situations and events.
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Tolerance of negative emotion (TNE) has been conceptualised as “an individual’s 
ability to withstand negative emotion states” (Simons & Gaher, 2005 pp. 83). They 
suggested that affective tolerance of negative emotion is multidimensional in nature 
involving the ability to tolerate distress, assessment of the emotional situation as 
acceptable, how the individual regulates her/his emotion and how much attention is 
absorbed by the negative emotion and how much it interferes with functioning.
Intolerance of uncertaintv and OCD
A review of the empirical literature included 14 studies of lU and OCD (see Gentes 
& Ruscio, 2011). A meta-analysis of these studies revealed a significant association 
between lU and OCD symptoms with a large effect size (r=.50; p<.01; Gentes & 
Ruscio, 2011). In a study of 55 treatment-seeking OCD sufferers and 14 non anxious 
controls, Tolin, Abramowitz, Brigidi and Foa (2003) reported that the lU scores 
correlated with the Y-BOCS scores (r=.46, p<.01), again suggesting that lU accounts 
for about 25% OCD symptom severity. The obsessive-compulsive (OC) checkers 
showed greater lU compared to OC non-checkers and the non-anxious controls 
(p<.05). In conclusion, it seems that OC checkers, rather than individuals who 
experience a broader range of OCD symptoms, have a greater propensity to 
experience lU compared to non-anxious controls.
In a separate analogue study of 560 undergraduate students, Holaway, Heimberg and 
Coles (2006) used the Intolerance of Uncertainty Scale (lUS; Freeston, Rheaume, 
Letarte, Dugas & Ladacouer, 1994) to investigate levels of lU amongst individuals 
with symptoms of generalised anxiety disorder (GAD) and OCD. Results showed
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that levels of lU in an analogue OCD sample did not differ significantly from lU 
levels reported in an analogue GAD sample, suggesting that lU is a central theme for 
both disorders (Holaway et a l, 2006). Both groups differed significantly from non- 
anxious controls on the lUS total score (effect size =.37; p<.05; Holaway et al., 
2006).
In a review of 58 studies of lU and emotional disorders, Gentes and Ruscio (2011) 
suggest that lU is a shared feature of GAD, depression and OCD, which supports 
Holaway et al.’s (2006) findings. Although there appear to be links between OC 
symptoms (particularly checking behaviours) and lU, it is unclear from these studies 
as to the specific role of lU in OCD. It seems that lU may be a feature of anxiety 
disorders in general rather than of OCD in particular. It could be that lU increases the 
propensity to develop an anxiety disorder, possibly by a shared process whereby 
exposure is avoided (as it is anxiety provoking) and disconfirming evidence is not 
found, which serves to maintain the anxiety condition.
A major caveat of research investigating lU and emotional disorders is the high level 
of comorbidity between anxiety and mood disorders. Gentes and Ruscio (2011) did 
not examine the relationship between lU and one disorder while controlling for the 
effects of another (for example, an examination of the relationship of lU to OCD 
symptoms while controlling for symptoms of GAD). This is particularly important if 
lU is hypothesised to be a shared feature of several disorders, as comorbid conditions 
could bias the effect of lU. A further critique is that the studies reviewed are 
correlational. As such, the direction of effect cannot be determined. Although these 
correlational analyses are consistent with the suggestion that lU plays a causal role in
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developing an anxiety disorder (such as GAD or OCD), the findings could also be 
consistent with the hypothesis that feeling anxious leads to an increase in lU.
Tolerance of negative emotion in OCD
It has been suggested that TNE might play a role with regards to the development 
and maintenance of obsessions (Cougle et al., 2011). Cougle et al. (2011) 
hypothesised that if an individual is more tolerant of their negative emotional states, 
they might have learnt that they do not need to act in a way that relives 
anxiety/discomfort in the short term. In relation to OCD, this might also make it 
easier for a person to engage in ERP. It is argued here, that in a similar way, those 
living with someone with OCD who are more able to tolerate their own negative 
emotional states, are perhaps more likely to tolerate emotional discomfort that could 
arise from not accommodating the OCD symptoms.
Cougle et al. (2011) investigated the associations between distress tolerance and 
obsessions. They conducted three studies using non-clinical samples (totalN=5558). 
The initial study used a cross-sectional design and a prospective self-report design 
was used for the second study. The third study used an alternative methodology 
again by implementing an in vivo neutralisation task. The Distress Tolerance Scale 
(DTS; Simons & Gaher, 2005) was used to measure TNE. Cougle and colleagues 
reported that poor TNE was specifically associated with obsessing but not other 
OCD symptoms (r=-.27, p<.001), even when co-varying for several theoretically 
relevant constructs (for example obsessive beliefs related to the cognitive model of 
OCD). Poor TNE was also significantly higher for individuals who engaged in 
neutralising behaviours compared to those who did not neutralise in response to an
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OCD-like intrusion (F =8.02, p<.01) and was associated with post-neutralisation 
period anxiety (r=-.67, p=<.001). It was concluded that there is an important 
relationship between TNE and obsessions, which points to the potential use of 
interventions targeting distress tolerance in people who experience obsessions. The 
studies reported by this research group complement each other in that they used 
different methodologies, which strengthen the conclusions drawn. The large sample 
size reduces the risk of a Type II error. However, with such a large sample, it could 
be possible that very small effect sizes become statistically significant, although this 
is unlikely as large effect sizes were found in these studies.
In summary, it appears that TNE is associated with OCD/OCD like tendencies. It is 
acknowledged that TNE may not be specific to OCD, rather it appears to be a 
transdiagnostic feature of a range of mental health conditions. There is some 
promising empirical evidence which has supported facets of distress tolerance across 
different mental health conditions (see Leyro, Zvolensky & Bernstein 2010, for 
review). Given the association between family members’ own mental health and 
their tendency to accommodate OCD (for example Amir et al, 2000), the present 
study is concerned with whether family member/carer distress tolerance predicts 
levels of their accommodation to the OCD.
1.6.3 Distress tolerance in relatives and carers
There is no doubt that those close to individuals suffering from a mental health 
difficulty are affected by the condition. They provide not only practical but also 
emotional support to the person. The demands placed upon the carer can cause 
significant levels of stress (Shah, Wadoo & Latoo, 2010). Shah et a l (2010)
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reviewed the literature on psychological distress in carers of people with mental 
health conditions. They reported that significant distress and marked difficulties in 
maintaining social activities, in addition to considerable strains in relationships for 
those caring for someone with a mood disorder.
In terms of lU research with carers, this has generally been limited to family member 
and carers of individuals, usually children, with a physical illness as opposed to 
mental health concerns. Mishel (1983) proposed that the more parents experience 
uncertainty, ambiguity, lack of clarity, lack of information and unpredictability 
concerning their child’s illness, the greater their distress, which also affects how they 
manage their child’s illness (Mishel, 1983). Mishel (1984) suggested that illness 
uncertainty impedes one’s analysis of the medical event (e.g., transplant experience 
or post-transplant recovery) and thus, prevents the individual from generating 
adaptive coping strategies. As a result, the individual may experience higher levels of 
distress and diminished psychosocial functioning.
Empirically, parental illness uncertainty has been associated with compromised 
adaptive functioning suggesting it could be a predictor of poorer treatment outcome 
(Steele, Aylward, Jensen & Wu, 2009). Studies in this area tend to focus on illness 
uncertainty rather than uncertainty more generally and the literature is dominated by 
physical illness rather than mental health. However, there is some emerging research 
into distress tolerance in relatives and carers of those with mental health difficulties.
A recent initial qualitative study explored how parents of adolescents with anorexia 
nervosa (AN) experienced uncertainty (Konstantellou et al., in preparation).
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Seventeen parents took part in five focus groups exploring the topic of uncertainty. 
Interpretative phenomenological analysis revealed several themes in the data. These 
included the link between AN with high levels of parental uncertainty and negative 
experiences of uncertainty which were accompanied by feelings of anxiety and 
frustration and the negative impact of excessive uncertainty on family life. 
Konstantellou et al. concluded that the excessive amounts of parental uncertainty 
associated with AN were thought to contribute to the disruption of family life and 
had a negative effect on parents’ confidence in their parenting skills.
In the OCD literature, an initial qualitative study used grounded theory analysis to 
explore participant experiences of living with their partner with OCD reported that 
they experience a large degree of uncertainty with regards to how they should 
respond to their loved one’s OCD symptomatology and are often drawn into 
accommodating behaviours as a result of their uncertainty (Fitzgerald & Stobie, in 
preparation). Due to the preliminary nature of these studies, firm conclusions cannot 
be drawn. However, they do provide some initial support for the potential symptom- 
maintaining role of lU in carers of those with AN and OCD.
To the author’s knowledge, there is currently no research examining the concept of 
TNE in family members and carers of individuals with mental health problems.
1.6.4 Distress tolerance: Summary
Carer distress tolerance (comprised of lU and TNE) could be a factor that explains 
some of the variance in levels of accommodating behaviours in OCD. There is very 
little research into distress tolerance in carers of individuals with mental health
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problems and the role that distress tolerance might play in contributing to different 
care giving responses, despite care-giving being associated with high levels of 
distress. The research discussed here has focussed specifically on either the parents 
or partners of people with psychological problems and used qualitative methodology. 
To the author’s knowledge, aspects of distress tolerance in relatives and carers are 
yet to be explored using quantitative methods in samples of individuals who live with 
someone with a mental health difficulty including OCD.
1.7 Synthesis and Rationale
Family/carer accommodation has been associated with OCD symptom severity in the 
majority of studies reviewed and most families accommodate symptoms to some 
extent. However, not all families accommodate OCD symptoms and not all 
accommodate symptoms to the same degree. It is unclear as to why this variability in 
family accommodation exists. The emerging literature suggests that family 
accommodation could be associated with poorer treatment outcome. It is therefore 
important to gain a better understanding of factors that might predict levels of 
accommodation of the OCD symptoms.
Family accommodation seems to be associated with carer distress, anxiety and 
depression (Amir et al., 2000; Calvocoressi et al., 1999). However research into how 
some of these factors are related to levels of accommodation and indeed OCD 
symptom severity remains in its infancy. It is proposed that the child literature 
provides the strongest conceptually-driven empirical evidence for factors that predict 
family accommodation in OCD (for example Flessner et a l, 2011a; Merlo et a l, 
2009). There is some emerging evidence to suggest that aspects of distress tolerance
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(particularly lU and TNE) are associated with OCD symptoms (for example, Cougle 
et al., 2011; Tolin et al., 2003). Some early qualitative studies have also suggested 
that carers of those with AN (Konstantellou et al., in preparation) and OCD 
(Fitzgerald & Stobie, in preparation) grapple with uncertainty. As such, research into 
carer distress tolerance is very much in its initial stages and to the author’s 
knowledge, there is no research specifically investigating distress tolerance in those 
who live with someone with OCD. As distress seems to be associated with family 
accommodation, it seems that the role of distress tolerance in significant others living 
with individuals with OCD in their propensity to accommodate the OCD symptoms 
would be a valuable line of enquiry.
A better understanding of the factors associated with accommodating behaviours and 
the mechanisms as to how these factors impact on levels of accommodation and 
OCD symptom severity would increase the understanding of the relationships 
between these factors, accommodation and OCD symptom severity. This would 
contribute to the literature that could inform how best to assess for levels of 
accommodating behaviours and related factors, in addition to guidance around how 
and when to involve significant others in the treatment of OCD to improve 
psychological therapy outcomes.
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2. AIMS
2.1 Principal Aims
This study aims to investigate relational accommodation of OCD symptoms as a 
mediating variable between lU and TNE in a significant other living with someone 
with OCD and OCD symptom severity. Three main research questions have been 
developed to address the aims of the study:
1. Does relational accommodation mediate the relationship between distress 
tolerance (lU and TNE) in the significant other and OCD symptom severity?
2. Do levels of distress tolerance (lU and TNE) in the significant other predict 
levels of accommodation to the individual’s OCD symptoms?
3. Does the level of relational accommodation of the OCD symptoms predict 
symptom severity?
2.2 Hypotheses
2.2.1 Primary hypothesis
This study tests the model shown in Figure 4, overleaf Specific hypotheses are:
1. Levels of accommodation will mediate the relationship between lU  and TNE 
in the significant other and OCD symptom severity in the person 
experiencing OCD.
2.2.2 Secondary hypotheses
2. lU in the significant other will predict levels of accommodation.
3. TNE in the significant other will predict levels of accommodation.
4. Levels of accommodation will predict OCD symptom severity.
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Hypotheses 1-4 will remain true when controlling for OCD, anxiety, depression 
and worry in the significant other.
Figure 4. Mediational Model of Relational Accommodation
OCD
Symptom
Severity
Accommodation of 
the OCD Symptoms
Tolerance of 
Negative Emotion 
(Significant Other)
Intolerance of 
Uncertainty 
(Significant Other)
Figure 4. Model to test hypotheses regarding relational accommodation as a 
mediating variable between intolerance of uncertainty and tolerance of negative 
emotion in the significant other and OCD symptom severity.
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3. METHOD
3.1 Design
A cross-sectional design was used test the mediational model illustrated in Figure 4. 
This design was chosen as data were collected at one time-point. ----------------
3.2 Participants
Purposive sampling was used to recruit adults with symptoms of OCD in addition to 
someone who lived with them, that is, a relative, carer, partner or friend.
3.2.1 Inclusion criteria
The inclusion criteria for this study were:
• All participants had to be aged between 18 and 65 years;
• The person experiencing OCD symptoms had to describe OCD as their main 
current difficulty/primary diagnosis;
• The person (significant other) living with them must have done so for at least six 
months prior to taking part in the study. Significant others were not excluded 
from the study if they also had symptoms of OCD, as levels of carer OCD were 
controlled for in analysis.
To detect a single mediator using bootstrapping methods (using bias-corrected 
values), it has been suggested that a sample size of 71-148 is sufficient to obtain a 
power of 80% to detect mediation at the 5% level (see Fritz & MacKinnon, 2007), 
where the standardised regression coefficients for the effect of the independent
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variable(s) on the mediator and the mediator on the dependent variable are between 
.26 and .39 (a medium effect size).
Within the final sample 32 dyads of responders were indentified for analysis. Each 
dyad consisted of an individual who reported experiencing OCD related symptoms as 
being their primary concern and an individual with whom they have an important 
interpersonal relationship and have lived with for at least six months (significant 
other). The numbers recruited into the study are summarised in Figure 5, overleaf.
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Figure 5. Recruitment Flow chart
48 People consented to take 
part
Recruitment of people with 
Symptoms of OCD
165 People consented to take 
part
Recruitment of an individual 
(significant other) who lives 
with someone with OCD
32 complete matched pair dyads used 
in main analysis^.
13 participants excluded (3 
due to age criteria, 10 as 
OCD not reported as 
primary difficulty).
One part of dyad missing (either all responses (n 81 =or 
missing data that would affect the primary analyses (n=39)
2 participants excluded due to 
inclusion criteria (age and had 
not lived with the person with 
OCD for at least 6 months).
Figure 5. Flow chart to show numbers recruited into the study and numbers used in 
final analyses.
3.2.2 Demographic characteristics
Thirty-two individuals with symptoms o f OCD and a significant other (that is a 
relative, friend, carer) living with them participated in the study. They were all aged 
between 18 and 65. The Pearson ehi-squared test was conducted to test where there
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were any significant differences between the demographic characteristics of 
participants used in the main analyses (complete datasets) and those with missing 
data who were subsequently excluded from analyses (incomplete datasets). The 
results are summarised in Table 2, overleaf.
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Independent samples t-tests were conducted to explore whether there were any 
significant differences in terms of age and OCI scores between complete datasets 
used in the main analyses and those datasets that were incomplete for significant 
others living with them, in addition to individuals experiencing symptoms of OCD. 
The results are summarised in Table 3, overleaf
The Pearson chi-squared and the independent sample t-tests revealed that there were 
no significant differences between the two groups in terms of demographic 
characteristics, as shown in Tables 2 and 3.
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For the incomplete datasets, the mean age for the OCD symptom group (70% female; 
79% White British; 66% employed; 54% educated to degree level) was 31.3 years 
(SD=10.6 years; n=106). The mean age for the significant others who lived with 
them (82% female; 82% White British; 74% employed; around 40% educated to 
degree level) was 40.4 years (SD=15.0; n=14). These cases were subsequently 
excluded from analysis. From now on, descriptions of the data will refer solely to the 
final sample consisting of complete datasets included in the analyses.
For the complete datasets, the mean age for the OCD symptom group (69% female; 
91% White British; 72% employed; 44 % educated to degree level) was 32.3 years 
(SD=9.8 years; n=32). Eighty four percent (84%) of the OCD group reported that 
they received a formal diagnosis by a Psychiatrist (52%), Psychologist (19%), 
General Practitioner (GP; 22%) and other professionals (7%). They reported an 
average duration of illness of 18.3 years (SD=11.5 years). Just under two thirds of 
the individuals with symptoms of OCD (63%) reported that they had received 
treatment for their OCD (40% medication alone, 5% talking therapies alone and 55% 
reported receiving a combination of the two) at the time of participation in the study. 
Around 69% reported receiving treatment in the past (5% medication alone, 15% 
talking therapy alone, 80% a combination of the two).
Fifty six percent (56%) of individuals experiencing symptoms of OCD reported a 
secondary diagnosis to their OCD. The most common comorbid conditions were an 
unspecified mix of anxiety and depression (22%) and GAD (17%). Autistic spectrum 
disorders, depression and anxiety disorders (not specified) were also reported as 
secondary diagnoses by 11% of responders in each case.
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The participating significant others living with them (n=32) were related to sufferers 
as follows: spouse/partner (66%), parent (22%), sibling (3%), other (9%). The 
family, friends and carers (mean age =40.8 years, SD=11.9; n=32); 56% female; 88% 
White British; 72% employed; 38% educated to degree level) had all lived with the 
person with OCD for at least six months. Three of the 32 ‘significant others’ (9%) 
reported that they themselves had received a diagnosis of OCD (one from a 
Psychologist and one from their GP, one did not disclose).
3.3 Measures
All participants were asked to complete a number of brief screening questions and a 
demographic information form developed by the research team (see Appendix B), in 
addition to the Obsessive Compulsive Inventory-Revised (OCI-R; Foa et a l, 2002). 
Participating significant others living with the person with OCD additionally 
completed the Depression Anxiety Stress Scales-21 Item (D ASS-21; Henry & 
Crawford, 2005); the Distress Tolerance Scale (DTS; Simons & Gaher, 2005); the 
Family Accommodation Scale for Obsessive Compulsive Disorder-Self Rated 
Version (FAS-SR; Pinto, Van Noppen & Calvocoressi, in press); the Intolerance o f 
Uncertainty Scale (lUS; Freeston, Rheaume, Letarte, Dugas & Ladouceur, 1994; 
English version: Buhr & Dugas, 2002) and the Penn State Worry Questionnaire 
(PSWQ; Meyer, Millet, Metzger & Borkovec, 1990). For copies of the measures, see 
Appendix C.
3.3.1 Measures completed by all participants
The Obsessive Compulsive Inventorv-Revised fOCI-R: Foa et a l. 20021
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The OCI-R is an 18-item self-report scale measuring symptoms of OCD. Participants 
are asked to indicate to what extent a number of statements have bothered them 
during the past month using a five point Likert scale from O=‘not at all’ to 4 
=‘extremely’. Example statements include: T am upset by unpleasant thoughts that 
come into my mind against my will’ and T check things more often than necessary’. 
Factor analysis revealed six dimensions: Checking; washing; ordering; hoarding; 
obsessing and neutralising (see Foa et al., 2002). It has been found to have good 
internal consistency in OCD populations and satisfactory internal consistency in non- 
clinical control samples (a=.81- .90 for OCD population; a=.34-.89 in non-clinical 
controls; Foa et al., 2002). Foa et al. (2002) reported good test-retest reliability scores 
for the OCD groups (ranging from .74-.91) and satisfactory-excellent for the non- 
anxious control group (scores ranged from .54-.87). Spearman’s rank correlations 
coefficients revealed good convergent validity with other measures of OCD such as 
the Yale-Brown Obsessive Compulsive Scale (Y-BOCS; Goodman et al., 1989; total 
score 5^=0.53; n=124; Foa et al., 2002). Foa et al. (2002) reported that total scores on 
the OCI-R differed significantly (p<.01; n=215) between the OCD group (with the 
OCD group scoring significantly higher than the other groups); social phobia 
(n=132) and individuals suffering from post-traumatic stress disorder (n = lll) . For 
the present study total OCI-R score was used as a measure of OCD symptom 
severity. The Cronbach alpha coefficient in the current study for completers (n=32) 
was .83 for individuals with OCD and .94 for family friends and relatives.
3.3.2 Measures completed by the significant other only
In addition to the measure above, those who were living with someone experiencing 
symptoms of OCD also completed the following:
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Depression Anxiety Stress Scales-21 Item (DASS-21: Henry & Crawford. 2005)
The DÀSS-21 is a 21-item self-report measure assessing mood, anxiety and stress. It 
is a shortened self report measure of the original DASS (Lovibond & Lovibond, 
1995). Participants are asked to indicate to what extent a number of statements apply 
to them over the past week using a four point Likert scale from 0 = ‘Did not apply to 
me at all’ to 3 =‘applied to me very much, or most of the time’. It can be completed 
within five minutes. The DASS-21 has been found to be a reliable measure of 
depression, anxiety and stress in non-clinical samples (depression subscale Cronbach 
a=.88; anxiety subscale Cronbach a=.82; stress subscale Cronbach a=.90 and total 
score Cronbach a=.93; N=1794; Henry and Crawford, 2005). It has also 
demonstrated high internal consistency in psychiatric outpatient samples (anxiety 
a=.81; depression a=.92; stress a=.88; Clara, Cox & Enns, 2001). When compared to 
an established measure of anxiety and depression, the Hospital Anxiety and 
Depression Scale (Zigmond & Snaith, 1983), the DASS-21 demonstrated good 
convergent validity with related concepts and good divergent validity with measures 
investigating unrelated concepts (Henry & Crawford, 2005). Norms of the DASS-21 
suggest the following means and standard deviations for the three subscales in a 
general population sample: depression (M^=2.83; SD=3.87); anxiety 1.88 (2.95) 
stress 4.73 (4.20) and total scale 9.43 (9.66, N=1794; Henry & Crawford, 2005). The 
subscale scores from the DASS-21 were used to estimate levels of anxiety, 
depression and stress. The Cronbach alpha coefficient in the current study for 
completers was .96 (n=32; DASS-21 total score; anxiety a=.77; depression a=.95; 
stress a=.89).
 ^M =Mean
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Distress Tolerance Scale (DTS: Simons & Gaher. 20051
The DTS is a 15-item self-report questionnaire that measures one’s ability to tolerate 
emotional distress. Participants are asked to indicate to what extent a number of 
statements apply to them over the past week using a five point Likert scale from 1 
strongly agree’ to 5 = 'strongly disagree’. Sample items include ‘feeling distressed 
or upset is unbearable to me’ and ‘I ’ll do anything to stop feeling distressed or 
upset’. It can be completed within five minutes. Factor analysis has demonstrated 
that it is derived from four subscales: Tolerance; absorption; appraisal and regulation 
(Simons & Gaher, 2005). The DTS total score showed excellent internal consistency 
in a non-clinical sample (Cronbach a=.90; Cougle et al., 2011). The scale has also 
been found to demonstrate good test-retest reliability over a six month period 
(r=.61). The DTS demonstrated satisfactory convergent validity with measures of 
mood acceptance (r=.47) and good discriminant validity compared to measures of 
concepts expected to be only partially related such as affective distress (r=-.59) and 
emotional liability (r=-51; Simons & Gaher, 2005). As the total score of the DTS 
yields such high internal consistency, the total score alone was used to measure the 
construct of tolerance of negative emotion, as a lower-order construct of distress 
tolerance, in the person who lives with someone experiencing symptoms of OCD. 
The Cronbach alpha coefficient in the current study was .95 (n=32).
The Familv Accommodation Scale for Obsessive Compulsive Disorder-Self Rated 
Version TFAS-SR: Pinto. Van Noppen & Calvocoressi. in pressi 
The FAS-SR is a 19-item self-rated questionnaire which assesses the nature (part 
one) and frequency (part two) of accommodating behaviours of family members and
201
carers towards the individual with OCD. In part two, items are rated in terms of 
frequency on a scale of 0-4from 0, ‘never/none’ to 4 ‘everyday’. . It takes 
approximately ten minutes to complete. It demonstrates good psychometric 
properties in assessing levels of family accommodation in OCD. The FAS-SR 
showed excellent internal consistency in a sample of relatives of someone with OCD 
(a=.90; n=41; Pinto et al., in press). Pinto et al. (in press) also demonstrated that the 
FAS-SR shows good agreement (r=.78, p<.01) with the gold standard Family 
Accommodation Scale-Interview Rated version (FAS-IR, Calvocoressi et al. 1999). 
The total FAS-SR score was used as a measure of levels of accommodation in the 
current study. The Cronbach alpha coefficient in the current study was .91 (n=32).
The Intolerance of Uncertaintv Scale flUS: Freeston. Rheaume. Letarte. Dugas & 
Ladouceur. 1994: English version: Buhr & Dugas. 20021
The lUS consists of 27 items. It measures one’s level of intolerance of uncertainty, 
which includes beliefs that uncertainty is distressing, unacceptable, reflects badly on 
a person and makes a person unable to take action. It takes approximately five 
minutes to complete. Participants make their responses on a five-point Likert scale 
ranging from 1 =‘not at all characteristic of me’ to 5 =‘entirely characteristic o f me’. 
Examples of items include ‘uncertainty makes life intolerable’ and ‘I must get away 
from all uncertain situations’. Factor analysis of the English version revealed a four- 
factor structure of the lUS: uncertainty leads to the inability to act; uncertain events 
are negative and should be avoided; uncertainty is stressful and upsetting and being 
uncertain is unfair (Buhr & Dugas, 2002). Buhr and Dugas (2002) reported that 
participants who met the criteria for GAD by questionnaire scored significantly 
higher on the lUS English version than those who did not (p<.001). The lUS total
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score has excellent internal consistency and good test-retest reliability (a =.94, r=.74; 
Buhr & Dugas, 2002) in non-clinical student samples (N=276). As the total score of 
the lUS yields such high internal consistency, the total score alone was used to 
measure the construct of lU, as a lower-order construct of distress tolerance, in the 
person who lives with someone experiencing symptoms of OCD. The Cronbach 
alpha coefficient for the lUS in the current study was .98 (n=32).
The Penn State Worrv Questionnaire (PSWO: Mever. Millet. Metzger & Borkovec. 
19901
The PSWQ is a 16-item self-report measure designed to assess pathological worry in 
adults. It takes around five minutes to complete. Participants indicate how much a 
series of statements apply to them on a five-point Likert scale ranging fi*om 1 =‘not 
at all typical of me’ to 5 =‘very typical of me’. Examples of items include ‘many 
situations make me worry’ and ‘once I start worrying, I can’t stop’. Meyer et al., 
(1990) reported excellent internal consistency in a large non-clinical sample (a =.94; 
N=286). It was also found to be stable over a period of two and four weeks (r=.75 
and .74, p<.001 respectively). It was found to discriminate non-clinical college 
samples fi*om those who met criteria for GAD (Meyer et al., 1990). In the present 
study the total PSWQ scores were used to measure worry in family, fi*iends and 
carers. Worry has been associated with lU in non-clinical samples (Dugas, Gosselin, 
& Ladoceur, 2001) and should thus be controlled for when measuring this construct. 
The Cronbach alpha coefficient for the PSWQ in the current study was .93 (n=31).
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3.4 Procedure
3.4.1 Recruitment strategy
All participants (N=64) were recruited through anxiety charity websites: OCD-UK^ 
(42%) and OCD-Action^® (6%). The remaining participants were recruited via 
somebody they knew (word of mouth, family member, friend etc.; 44%) and via two 
OCD national conferences (6%). One person was recruited via an OCD support 
group. The percentages shown are for completers only. Posters advertising the 
research were also displayed in the waiting rooms of secondary care mental health 
services and improving access to psychological therapies (lAPT) services in two 
NHS Trusts and information about the study was distributed to staff via email, team 
meetings and an e-bulletin across relevant services in these Trusts. None of the final 
sample were recruited through NHS sites. The study was also advertised through the 
carers’ charity. Rethink^ ^  and via social networking sites, but no completers were 
recruited through these sites. See Appendix D for information contained in websites 
and posters for recruitment.
The Chief investigator attended two national OCD conferences to promote the study. 
This involved giving a short presentation at one of the conferences and asking 
speakers at the conferences to talk to the audience about the study. A photograph of 
the Chief Investigator was also added to the study website and a YouTube clip^  ^
with frequently asked questions about the study was produced and used to advertise 
the project to encourage people to take part. There were two main ways in which
 ^Charity Registration Number: 1103210 
Charity Registration Number: 1035213 
Charity Registration Number: 1227970 
http://www.fahs.surrey.ac.uk/survey/OCDresearch 
^^  http ://www.youtube.com/watch?v=dw5IRfAlJAs
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participants took part in this study: either by completing the questionnaires online; or 
completing paper versions of the measures.
3.4.2 Online procedure
Sawtooth Software version 7.0.26 was used for the study website. Prior to its launch, 
the website was piloted by ten peers of the Chief Investigator, in addition to five 
individuals with lived experience of OCD and those who live with someone with 
OCD, via one of the participating charities. The final website was developed based 
on the feedback received.
Participants were directed to a ‘route’ page for the study website On this page, 
separate l i n k s  were available for the person with OCD symptoms and the person that 
lived with them.
Person with OCD-related svmptoms:
• Participants experiencing symptoms of OCD were directed to a webpage 
displaying the Participant Information Sheet (see Appendix E), which they were 
asked to read.
• Those interested in taking part were asked to read a Consent Form (see Appendix 
F) and agree to take part if they wished.
• After providing consent, the person with OCD-related difficulties completed the 
screening questions developed by the research team (see Appendix B). If they 
met the inclusion criteria for the study, they were asked to complete some 
questions relating to demographic information and their OCD symptoms (see
^^  http://www.fahs.surrey.ac.uk/survey/OCDresearch/
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Appendix B), in addition the OCI-R, as described in section 3.3, above. All 
questionnaires were completed anonymously and no identifiable information was 
collected.
• After completing the online survey, participants were asked to generate a non- 
identifiable code to give to the person that lives with them who also took part in 
the study.
• A debrief screen (see Appendix G) was used to thank participants for their time 
and provided details of OCD support organisations.
• The survey took around ten minutes to read and complete for the person 
experiencing symptoms of OCD.
A ‘significant other’ living with someone experiencing svmptoms of OCD:
The procedure was akin to that followed by participants experiencing symptoms of
OCD with some minor exceptions:
• A different version of the Participant Information Sheet and Consent Form was 
used (as shown in Appendices D and E).
• The screening questions also differed (see Appendix B) to allow for the different 
inclusion criteria.
• A significant other living with the person with OCD completed the OCI-R in 
addition to other questionnaires, as described in section 3.3. The survey took 
around 30 minutes for them to complete.
3.4.3 Paper version: Additional information
Participants requesting a postal pack were sent (a) a copy of the questionnaire pack
for themselves and (b) a copy of the questionnaire pack for their carer and two
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stamped addressed envelopes. The two questionnaire packs had matching non- 
identifiable codes generated by the Chief Investigator. These non-identifiable codes 
were not linked to the participants’ contact details in any way. Each questionnaire 
pack could be returned separately in the stamped addressed envelopes provided. The 
paper questionnaire pack was identical in content and order to the online version of 
the study.
3.5 Ethical Approval
The study was given a favourable ethical opinion by the Faculty of Arts & Human 
Sciences at the host university (reference: 732-PSY-12 (FEO/NHS)) in addition to 
the South East Coast NHS Research Ethics Committee (NRES; reference: 
12/LO/0053). The relevant Research and Development Departments were also 
notified and provided a favourable opinion for the Trusts involved in the project 
(reference numbers: 5006/2012 and SBP158). See Appendix H for all relevant NRES 
and research and development department documentation. Numerous ethical 
concerns were addressed in this investigation:
1. Consent.' Informed consent was obtained from each participant (both the person 
with OCD-related difficulties and their carer). Participants were asked to tick an 
agreement box on a Consent Form to demonstrate that they agreed to participate and 
that they had understood what was involved. As this is a questionnaire-based study, 
completion of the questionnaires was taken to imply consent to participate. The data 
remained completely anonymous. Several ‘opt out’ clauses were given (for example, 
if the participant could exit the survey at any point if they wished to).
2. Confidentiality; The data collected was identified by a code which could not be 
traced to the participant and ensured confidentiality. Anonymised data was kept in a
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locked cabinet (at the host university) and computerised data was only accessed via a 
secure log-on system. The procedure was clearly explained to all participants, with 
ample opportunities for questions. All participants were debriefed following data 
collection. It was clarified to participants that they would not receive specific 
feedback on their scores and that a summary of the results of the project at group 
level would be available.
3. Withdrawal from the study: Participants were made aware that they would be 
unable to withdraw from the study as their responses would be completely 
anonymous once they completed the survey and submitted it. This meant that the 
researchers were not able to trace the data to remove it at a later date.
4. Adverse effects from the study. It was not anticipated that the measures used in 
this study would elicit particularly high levels of emotional distress in participants. 
The Chief Investigator was contactable, should any of the measures elicit distress in 
the participants. The Chief Investigator had two supervisors, both experienced 
clinicians who have worked with individuals with OCD and their families and would 
be able to provide advice on these matters should it be needed. Participants were 
fully debriefed (in writing) following their participation in the study. They were 
given the contact details of the Chief Investigator on a Debrief Form.
5. Severe OCD; As some participants may not have been accessing services, it was 
important to signpost them to potential support organisations. It was recommended 
that participants should seek advice from their general practitioner (GP) in the first 
instance if they were concerned, or, contact an OCD support organisation such as 
OCD-UK or OCD-Action. These suggestions were made on the Debrief Form.
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3.6 Planned Data Analysis
Statistical analyses were conducted using the Statistical Package for Social Sciences 
(SPSS) version 20 (IBM, 2011). The significance level of the statistical tests 
conducted was .05 unless otherwise stated.
3.6.1 Data preparation
Data were screened and cleaned prior to analysis. Errors were identified by searching 
for scores out of range using the descriptive statistic function for each variable 
(frequencies for categorical variables, descriptive statistics for continuous variables). 
Duplicates were identified using the unique computer identification number recorded 
by the study website.
Outliers
Outliers were identified using box plots. Data points that fell outside of the box plot 
whiskers for the variables in the mediation analysis were considered to be outliers. 
Cook's distances (Cook’s D) were used to identify data points with large residuals 
that may have distorted the outcome and accuracy of the regression models used in 
the mediation analysis. Points with a Cook’s D over 1 (see Field, 2009) were 
examined prior to analysis. Where Cook’s D for the residuals of the regression 
models were over 1, the corresponding total scores for that variable were replaced 
with a value equal to the second highest score variable plus 1 (see Field, 2009).
Missing data
Missing data were excluded using a listwise deletion method (see Pallant, 2010). 
This method involved the removal of an entire case where the dataset was incomplete
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for the mediation analysis. There were no missing values within variables (for 
example one item on a questionnaire), but there were cases in which the data for a 
whole questionnaire were missing (n=35 for individuals with OCD; n=4 for carers). 
In these circumstances, the case was removed. One case had responses for an entire 
questionnaire missing (the Penn State Worry Questionnaire, Meyer et al., 1990) and 
was included as the missing values did not affect the primary data analyses.
Assumptions for parametric tests
For the exploratory data analysis, the distribution of each variable was checked 
visually using histograms, in addition to Kolmogorov-Smirnov and Shapiro Wilk 
tests (see Field, 2009). As the mediational analyses conducted were based on 
multiple regression models (Preacher and Hayes, 2008), it was necessary that the 
residuals for the regression model were approximately normally distributed and 
therefore the distribution of residuals for each path in the mediation model were 
checked using histograms.
3.6.2 Descriptive statistics
Descriptive statistics were used to illustrate the characteristics of the final sample 
used in this study (as described in section 3.2, above). Cronbach alpha coefficients 
(a) were calculated for each measure to check the internal consistency of the scales 
used in the final sample using the procedure outlined in Pallant (2010, pp. 97-102). 
See section 3.3 for Cronbach alpha coefficients for measures used with the sample in 
this study.
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3.6.3 Exploratory analyses
Pearson correlation coefficients were used to explore the associations between the 
variables. Spearman’s rank correlation coefficients were used to explore the 
associations for variables that did not meet assumptions for parametric tests.
3.6.4 Hypothesis testing
The mediation analysis proposed by Preacher and Hayes (2008) was conducted using 
their SPSS macro to test the hypotheses developed in the introductory section that 
levels of accommodation would mediate the relationship between lU and TNE in the 
significant other and OCD symptom severity. It was also used to address the 
secondary hypotheses that lU and TNE in the significant other would predict levels 
of accommodation and that levels of accommodation would predict OCD symptom 
severity.
The Preacher and Hayes approach (2008) uses bootstrapping techniques to generate 
the 95% confidence intervals for the indirect effect between the independent 
variables (lU and TNE) and the dependent variable (OCD symptom severity in the 
person with OCD) through the hypothesised mediator variable (levels of 
accommodation). This approach was preferable to the method proposed by Baron 
and Kenny (1986), as this approach has greater power (and therefore less likely to 
make a type II error) and is particularly good for modest sample sizes.
In addition, the effect sizes of the mediation model pathways were calculated using r 
values for each path of the model show in Figure 6, overleaf. Pearson’s correlation 
analysis was used to calculate the r values for the relationship between each
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independent variable (lU and TNE) and the proposed mediator (levels of 
accommodation), path a. A partial correlation analysis was conducted for the 
relationship between the mediator (levels of accommodation) and dependent variable 
(OCD symptoms), controlling for the independent variables (path b). For the direct 
effect of the independent variables on the dependent variable, a partial correlation 
between each independent variable and the dependent variable whilst controlling for 
the effects of the mediating variable was conducted (path c’).
Figure 6 . Mediational Model of Relational Accommodation in OCD
Intolerance of 
Uncertainty 
(Significant Other)
Tolerance of 
Negative Emotion 
(Significant Other)
Accommodation 
of the OCD 
Symptoms
OCD
Symptom
Severity
Figure 6. Model to test hypotheses regarding the relationship between intolerance o f 
uncertainty and tolerance of negative emotion in the significant other, levels of 
accommodation and OCD symptom severity.
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4. RESULTS
4.1 Data Screening
4.1.1 Summary
Three duplicates were identified and removed from the initial data set. One outlier 
was identified through visual inspection of the box plots. This individual scored very 
highly on the OCI-R and FAS-SR (over 4 SDs above the mean totals and over 3 SDs 
above the mean total score respectively for each measure). It was decided that the 
case would not be removed initially, as it was the raw score and not the residual that 
had been identified for further investigation. Cook’s D revealed that the residual of 
the regression model was above 1 for this case in which the total lUS score was 
entered as the independent variable and the FAS-SR total score entered as the 
dependent variable (Cook’s D=1.47). This indicated that it could have had a 
disproportionate influence on the accuracy of the regression model (see Field, 2009). 
In line with Field (2009), this data point was therefore substituted for the second 
highest lUS total score plus 1, which reduced the residual of the model for this data 
point to .99. No other outliers were identified.
4.1.2 Data distribution
Raw data
Inspection of the histograms and the Kolmogorov-Smirnov test statistics 
demonstrated that carer tolerance of uncertainty (lUS total score), carer tolerance of 
their negative emotion (DTS total score), carer trait worry (PSWQ total) and the 
OCD symptom severity (for the person experiencing symptoms of OCD; OCI-R total 
score) appeared to be approximately normally distributed. The DASS-21 stress scale
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also appeared to be normally distributed. Family accommodation (FAS-SR total 
score), OCD symptoms in significant others (OCI-R total score for significant 
others), depression (DASS-21-D) and anxiety (DASS-21-A) in the significant others 
appeared not to be normally distributed. See Table 1, Appendix I for statistics to 
support this summary. The Shapiro-Wilk test of normality supported the 
Kolmogorov-Smirnov values for the OCI-R and PSWQ total scores. However, 
significant deviations from a normal distribution were noted for carer lU (lUS total 
score) scores, D (31) =.91, p=.02; carer TNE (DTS total score D (31) =.93, p=.05); 
and the DASS-21 stress subscale D (31) =.86, p<.01.
Skewness and kurtosis values were calculated by dividing skewness/kurtosis statistic 
for each variable by its standard error. See Appendix J for skewness and kurtosis 
statistics. OCD symptomatology, depression, anxiety and stress scores (DASS-21 
subscales and total score) in the significant other, in addition to levels of 
accommodation (FAS-SR total score) were positively skewed (absolute values were 
greater than 1.96, p<.05). This indicated that there were many low scores in the 
distribution for these measures. Significant kurtosis was observed for OCD 
symptomatology in the significant other (OCI-R, p<.OI) mental health o f the 
significant other (DASS-21 total score, p<.05) and levels of accommodation (p<.01). 
The lUS and DTS scores were negatively skewed, but did not reach statistical 
significance. The directions of the skew reported support visual inspection of the 
histograms.
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Residuals
The residuals for the regression models (paths in the mediation analysis) were 
examined. The inspection of the histograms revealed that the residuals for each 
regression model (i.e. lUS and DTS scores and FAS-SR total score; FAS-SR total 
score and OCI-R score and lUS and DTS scores and OCI-R total score) appeared to 
be approximately normally distributed. See Appendix K for histograms for each 
regression model.
4.2 Descriptive Statistics
The data means, standard deviation and ranges were calculated for each variable, as 
summarised in Table 4, overleaf.
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Table 4
Summary o f Descriptive Statistics fo r  Significant Others (n=32) and Individuals 
Experiencing Symptoms o f  OCD (n=32 unless otherwise stated)
Variable Mean Standard
Deviation
Range
(Minimum-
Maximum)
lUS 58.75 26.81 27-108
DTS 50.97 16.15 25-74
FAS-SR 16.47 15.96 1-69
OCI-R 30.71 12.81 0-64
OCI-R Other 9.13 11.57 0-64
PSWQ (n=31) 44.03 14.11 17-67
DASS-21 10.59 11.77 0-45
D ASS-21 (D) 3.81 5.09 0-18
DASS-21 (A) 1.88 2.84 0-13
DASS-21 (S) 4.91 4.58 0-17
Note. IUS=Intolerance of Uncertainty Scale total score; DTS=Distress Tolerance 
Scale total score; FAS-SR=Family Accommodation Scale Self-Rated version total 
score; OCI-R=Obsessive Compulsive Inventory-Revised total score; PSWQ=Penn 
State Worry Questionnaire total score; DASS-2l=Depression (D) Anxiety (A) Stress 
(S) Scales.
The lUS total scores for significant others in the current sample (M=58.75, 
SD=26.81; n=32) are comparable to norms reported by Buhr and Dugas (2002) in a 
large sample of university students from the general population (M=54.78,
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SD=17.44; N=276). The majority of the range of possible scores (27-135) for the 
lUS was represented in the sample scores (27-108).
Table 4 illustrates that the mean DTS total score was 50.97 (SD=16.15; n=32). The 
mean item score for the DTS was 3.40 in the current sample (SD=1.08). This was 
comparable to the DTS mean item score in a non-clinical student population 
(M=3.43, SD=.76; N=823; Simons & Gaher, 2005). The standard deviation in the 
current sample was greater than that reported by Simons and Gaher, most probably 
due to the larger sample size in their study.
The FAS-SR total score ranged from 1 to 68 (with maximum possible score being 
80; M= 16.47, SD=15.96; n=32). This suggests that all significant others living with 
someone with OCD reported accommodating to some extent. These figures are 
comparable to a sample of 41 relatives of individuals with OCD (Pinto et al., in 
press), in which the FAS-SR total score ranged from 0 to 68 (M=14.1, SD=14.7; 
n=41 relatives). Additional descriptive analyses were conducted for each item on the 
FAS-SR (see Table 1, Appendix L). The most common accommodating behaviours 
reported in the current study were attempts to reassure the person with OCD in some 
way (38%; n= 32 carers). This was more than that reported in Pinto et a l ’s recent 
study (17%; n= 41 relatives). Not stopping OCD related behaviours was also 
common and was endorsed by around 19% of the significant others in the current 
study, which was similar to 17% unreported by Pinto et al. (in press). Pinto et al. (in 
press) reported that the most common behaviour reported was putting up with 
unusual conditions in the home due to the OCD (endorsed by 34% of relatives). This 
compared to around 16% reporting this in the current study. Avoidance of triggers
217
through not talking about potential triggers (16% in the present sample and 12% in 
Pinto et al.), in addition to stopping self from doing things that could trigger the OCD 
(13% and 17%) were also common in both the present sample and that in Pinto et 
a l ’s study.
From Table 4, the OCI-R total scores amongst participants experiencing symptoms 
of OCD in this sample (M=30.71, SD=12.81; n=32) were higher than those reported 
by Foa et al. (2002) for a group of individuals diagnosed with OCD (M=28.01, 
SD=13.53; N=215). The total OCI-R scores for significant others in the current 
sample (M=9.13, SD=11.57; n=32) are lower than the figures reported in a non- 
anxious control group (M= 18.82, SD=11.10; N=477; Foa et al., 2002). There appears 
to be more variability around the mean in the OCI-R data in the current study, 
perhaps due to the smaller sample size and broad inclusion criteria. The majority of 
the range of possible scores for the OCI-R (0-72) was represented in the sample 
scores (0-64).
The carer PSWQ total scores in the current sample (M=44.03, SD=14.11; n=31) 
were comparable to norms reported in a large sample of university students from the 
general population (M=48.80, SD=13.80; N=405; Meyer et a l, 1990). These norms 
were supported by Buhr and Dugas (2002) in a more recent study (M=47.22, 
SD=13.82; N=276). A broad range of possible scores for PSWQ (16-80) was 
represented in the sample scores (17-67).
With regards to depression, anxiety and stress (DASS-21 scores) reported by the 
significant other living with someone with OCD, Table 4 shows that the means in the
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current sample (total score M=10.59, SD=1L77; depression M=3.81, SD=5.09; 
anxiety M =L88, SD=2.84; stress M=4.91 SD=4.58; n=32) appear to be elevated 
compared to the norms reported for the total score (M=9.43, SD=9.66) and three 
subscales in a general population sample: depression 2.8 (3.87); anxiety 1.88 (2.95) 
and stress 4.73 (4.20; N=1794; Henry & Crawford, 2005). The standard deviation 
values in the current sample demonstrated that there was a large degree of variation 
around the mean. The range of possible scores for the DASS-21 (0-63) may not have 
been represented in the sample scores (0-45). This may have been expected given 
that the sample was assumed to come for a non-clinical population (and therefore 
have lower scores on this measure).
4.3 Exploratory Analyses
As described above, some of the variables did not meet normality assumptions 
needed to analyse the data using parametric tests. The data were analysed using the 
Spearman’s rank correlation coefficient calculation. Pairwise case exclusion was 
applied to cases where data on the relevant variables was missing (n=l missing for 
PSWQ total score).
Levels of accommodation (FAS-SR total score) were not significantly correlated 
with any of the other variables and effect sizes were all in the small range. lU in the 
significant other living with the person with OCD (lUS total score) was positively 
correlated with carer trait worry, (PSWQ total score; rg=.84, p<.01; n=31) and carer 
OCD symptomatology (OCI-R total score; Ts =.68, p<.01), yielding a large effect 
size. lU in the significant other also correlated with depression, anxiety and stress 
with a medium effect size (DASS-21 total score; rg=.48, p<.01). lU in the significant
219
other was negatively correlated with TNE (DTS total score; rs=-.62, p<.01). TNE 
(DTS total score) in the significant other was negatively correlated with their mental 
health (DASS-21 total score and subscales (rs=-.54 to -.65, p<.01)), OCD 
symptomatology (OCI-R total score; rg=-.52, p<.01) and trait worry (PSWQ total 
score; rg=-.65, p<.01). The effect sizes for these associations were large. The 
correlation coefficients indicated medium effect sizes for the relationship between 
OCD symptomatology for individuals experiencing symptoms of OCD and those that 
lived with them (OCI-R total scores; rg=.38, p<.05), in addition to trait worry (PSWQ 
total score) and mental health (DASS-21 total scores; rg=.40, p<.05) of the significant 
other living with the person with OCD. See Appendix M for summary table of 
exploratory analyses.
4.4. Hypothesis Testing
The results of the mediation analysis proposed by Preacher and Hayes (2008) are 
summarised in Table 5, overleaf.
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4.4.1 Primary analyses
The bootstrapping analysis revealed that the indirect effect of relational 
accommodation on OCD symptom severity crossed zero (as shown by the 95% 
confidence intervals for both lU and TNE in the significant other in Table 5, above). 
This suggests that levels of accommodation did not significantly mediate the 
relationship between lU or TNE in the significant other and OCD symptom severity.
In relation to the a, b, c and c’ pathways, the unstandardised beta coefficients 
revealed that lU in the significant other predicted the mediating variable (path a; 
B=.05, in the expected direction), but was not statistically significant (p=.64). TNE 
in the significant other predicted the mediating variable (level of accommodation, 
path a; B=-.26) in the expected direction (although not statistically significant, 
p=.13). Correlational analyses revealed that both lU and TNE in the significant other 
predicted levels of accommodation with small effect sizes (r=.09 and -.27 
respectively, see Appendix N for summary table of r values). Levels of 
accommodation significantly predicted the individual with OCD’s symptom severity 
whilst controlling for lU and TNE in the significant other (path b) in the expected 
direction (B=.34 and .29, p=.02 and .04 respectively). Accommodation yielded a 
medium effect size on OCD symptom severity when controlling for lU (r=.43) and 
TNE (r=.38) in the significant other living with them. The direct effects of lU and 
TNE in the significant other on OCD symptom severity (whilst controlling or levels 
of accommodation, path c’) were small (B=.10 and .21; r=.23 and -.28 respectively) 
and not statistically significant. The total effect (path c) indicated that lU in the 
significant other predicted higher OCD symptom severity with a small effect size 
(B=.12; r =.24). This did not reach statistical significance (p=.18). The total effect
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(path c) revealed that TNE in the significant other predicted diminished OCD 
symptom severity (B=-.28) that reached statistical significance (p=.04). This 
relationship yielded a medium effect size (r=-.36).
4.4.1 Secondary analyses
Secondary analyses were conducted whilst controlling for OCD symptoms in the 
significant other, which predicted the effects of the independent variables and the 
mediating variable. None of the paths (a, b, c or c’) were statistically significant and 
the 95% confidence intervals crossed zero in both cases. An additional analysis was 
run to control for depression, anxiety, worry and stress. Controlling for these 
covariates diminished the strength of the paths in the mediation diagram and 
unsurprisingly therefore all paths (a, b, c and c’) were non-significant with very small 
effect sizes. The 95% confidence intervals crossed zero in both mediation models 
(see Appendix O for secondary analysis summary table).
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5. DISCUSSION
This section summarises the findings and discusses them in relation to the literature. 
The strengths and limitations are subsequently addressed followed by clinical 
implications and directions for future research.
5.1 Summary of Findings
The results of this study did not support the mediation model shown in Figure 7, 
below. The primary hypothesis (hypothesis 1) that levels of accommodation would 
mediate the relationship between lU and TNE in the significant other and OCD 
symptom severity in the person experiencing OCD was therefore rejected.
Figure 7. Mediational Model of Relational Accommodation in OCD
OCD Symptom 
Severity
Tolerance of 
Negative Emotion 
(Significant Other)
Intolerance of 
Uncertainty 
(Significant Other)
Accommodation 
of the OCD 
Symptoms
Figure 7. Model to test levels of accommodation as a mediating variable between 
intolerance of uncertainty and tolerance of negative emotion in the significant other 
and OCD symptom severity.
The results did not support the secondary hypotheses that lU and TNE in a 
significant other living with someone with OCD would predict levels of 
accommodation. Although the effects observed were in the predicted direction, they 
were small and not statistically significant. Hypotheses 2 and 3 were therefore 
rejected. Levels of accommodation significantly predicted OCD symptom severity
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with a medium effect size, supporting hypothesis 4. The magnitude of the 
relationships between carer lU, TNE, family accommodation and OCD symptom 
severity greatly diminished when controlling for the mental health of the significant 
other and none were statistically significant.
In sum, the proposed theoretical model (as illustrated in Figure 7) is not supported 
empirically in this study and the hypothesised factors explained a limited amount of 
the variance in levels of accommodating behaviours. The confidence intervals for 
both mediation models crossed zero. One value of the 95% confidence intervals in 
each model was very close to zero, which could suggest that that levels of 
accommodation may have been a significant mediator with a larger sample. 
However, the effects of the model were greatly diminished when controlling for 
mental health of the significant other in the secondary analyses, suggesting that 
levels of accommodation are unlikely to mediate the relationship between lU and 
TNE in the significant other and OCD symptom severity even with a larger sample 
size, when controlling for these confounding variables. One conclusion could be that 
the proposed model simply does not explain the relationship between lU and TNE in 
a significant other living with someone with OCD, accommodation and OCD 
symptom severity. However, it is acknowledged that there are several factors that 
may have limited the conclusions drawn from this study and the results presented 
here should be interpreted in the context of these caveats. This is discussed in detail 
in section 5.3.
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5.2 Findings in Context
This section discusses the findings in relation to the primary and secondary 
hypotheses in context of the literature.
5.2.1 Levels of accommodation as a mediator of distress tolerance in a 
significant other and OCD symptom severity (hypothesis 1)
The bootstrapping analysis revealed confidence intervals that crossed zero for both 
lU and TNE in a significant other as independent variables, suggesting that levels of 
accommodation did not significantly mediate the relationship between these factors 
and OCD symptom severity. Empirically, the current study is the first to investigate 
accommodation as a mediator between lU and TNE in a significant other living with 
someone with OCD and OCD symptom severity. Two studies in the child literature 
have looked at family accommodation as a potential mediator (Caporino et al., 2012; 
Storch et al., 2007). They reported that levels of family accommodation mediated the 
relationship between symptom severity and parent-rated functional impairment in the 
child. Taken together, levels of accommodation could be a potential mediating 
variable, but it is likely that the mediation model is more complex than that proposed 
in the current study.
5.2.2 Relationship between lU and TNE in a significant other and levels of 
accommodation (path a; hypotheses 2 and 3)
lU and TNE in the significant other living with the person with OCD predicted the 
mediating variable (path a) with a small effect size. The relationships between lU 
and TNE in the significant other and levels of accommodation were not statistically 
significant. Given the association between family members own mental health and
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their tendency to accommodate OCD (Amir, et a l, 2000; Calvocoressi et al., 1999), 
the present study sought to investigate whether lU and TNE in a significant other 
were additional factors that could predict levels of accommodation of the OCD. The 
hypotheses that lU and TNE in the significant other would predict levels of 
accommodation were not supported. This suggests that lU and TNE in the significant 
other living with the person with OCD might not be as important in explaining the 
variability in accommodating behaviours as hypothesised. The small effect sizes 
observed suggest that there are other factors that could explain the variance in levels 
of accommodating behaviours in OCD.
Empirically, carer lU seems to be important in other mental health disorders such as 
AN (see Konstantellou et al., in preparation) and OCD (Fitzgerald & Stobie, in 
preparation). To the author’s knowledge, no published literature to date has explored 
the relationship between TNE in a significant other and levels of accommodation.
5.2.3 Relationship between levels of accommodation and OCD symptom severity 
(path b; hypothesis 4)
Levels of accommodation significantly predicted the individual with OCD’s 
symptom severity whilst controlling for lU and TNE in the significant iother living 
with them (path b) with a medium effect size in the expected direction. This finding 
supports the correlational studies in the literature, the majority of which report a 
significant association between levels of family accommodation and OCD symptom 
severity in both the adult and child literature (for example Flessner et al., 2011a; 
Merlo et al., 2009; Pinto et al, in press).
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Interestingly, findings reported in the adult literature are mixed: one did not find an 
association between the FAS total score and OCD symptom severity (Amir et al., 
2000) and one did (Pinto et al., in press). It is therefore unclear as to whether there is 
an association between family accommodation and symptom severity amongst adults 
with OCD, particularly when using self report measures to establish levels of family 
accommodation.
Additionally, when controlling for OCD, anxiety, depression and worry in the 
significant other living with the person with OCD, levels of accommodation did not 
significantly predict OCD symptomatology. Two studies have measured parental 
anxiety and OCD symptom severity and reported that these factors were significant 
predictors of family accommodation of OCD symptoms in children (Flessner et al, 
2011a; Peris et a l, 2008), but did not control for the effects of parental metal health 
in the analysis of this relationship. This could highlight the importance of measuring 
and controlling for OCD symptoms and mental health in significant others living 
with someone with OCD in future research as these factors could potentially 
confound the relationship between levels of accommodation and OCD 
symptomatology and inflate the effect if it is not controlled for.
5.3 Strengths and Limitations
This section discusses the strengths of the current research, in addition to critiquing 
the study and acknowledging its limitations.
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5.3.1 Study strengths
Overall, this study has offered a valuable contribution to the literature on family 
accommodation and OCD. It tested a mediation model of family accommodation as a 
mediator between carer-level factors (lU and TNE) and OCD symptoms in the 
person who they live with. It is the first study to the author’s knowledge to have 
tested this model. Additionally, aside from the research group that developed the 
measure, the current study is the first to have used the validated version of the FAS­
SE, following the publication of its psychometric properties.
This is one of a limited number of studies that measured mental health in the 
significant other, including OCD symptoms and is the first to have controlled for 
mental health (OCD symptoms, mood, anxiety and trait worry) in analyses 
investigating the relationship between levels of accommodation and OCD symptoms 
severity. It is surprising that the majority of studies have not measured and controlled 
for carer OCD given its association with family accommodation (Calvocoressi et al 
al., 1999). This provides some support for hterature reporting carer mental health as 
a predictor in itself and points to the importance of controlling for these factors in 
future research. Aside from the numerous strengths highlighted here, the results 
presented need to be considered in light of several limitations.
5.3.2 Critique
The conceptual frameworks used to describe OCD and relational accommodation in 
the current study have been based on cognitive and behavioural approaches. These 
frameworks focus on the linear processes within the individuals within the dyad 
rather than the dynamic between the individuals in explaining how accommodating
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behaviours might maintain the OCD symptoms. The reciprocal nature and 
complexity of interpersonal cycles is therefore not addressed. Curiosities around the 
function of the OCD and accommodating behaviours in relation to the dyadic 
dynamic are not attended to and could enrich the theoretical account developed in the 
current study.
There are several methodological issues with the model tested in the current study. 
Firstly, it is recognised that the significance of the relationship within each dyad may 
have varied greatly (for example from a parent with whom they have lived for all of 
their lives, to a friend that they had lived with for several months) and that this caveat 
may carry significant implications of the results presented. For example, it might be 
that the effects of distress tolerance factors and accommodating behaviours on OCD 
symptoms severity are stronger in more significant relationships. Secondly, it is 
acknowledged that this study focussed on one rather than multiple significant others 
within the system. It is therefore not known how other individuals within the system 
are respond to the OCD symptoms, making it difficult to draw conclusions about the 
impact of ‘family accommodation’ as opposed to relational accommodation of an 
individual. This could be addressed by involving additional ‘significant others’ 
within the system in future research in this area (for example a qualitative study 
exploring different family member’s responses to the OCD, or alternatively, a 
quantitative methodology in which the FAS-SR is given to multiple significant others 
within the system). Third, is acknowledged that this study did not explore links 
between the expressed emotion literature, which suggests that high expressed 
(negative) emotion, such as over-involvement, hostility and criticism, predicts 
relapse (Steketee, 1993), and the family accommodation literature which suggests
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becoming involved in and accommodating the symptoms is associated with increased 
symptom severity (see Table 1 for a summary). It is unclear as to whether over­
involvement in the expressed emotion literature has a degree of overlap with 
accommodating. Research into responses to OCD more generally to incorporate both 
of these concepts could therefore be fruitful and help clarify this point. Finally, the 
current study focussed on adults with OCD. Due to the paucity of research in this 
area, it is unclear at this stage as to whether different models to explain the 
variability in levels of accommodating behaviours might look different for adults and 
children. One hypothesis might be that different types of accommodating might be 
more relevant and prevalent at different stages across the lifespan. A detailed 
discussion of this issue is beyond the scope of the current thesis, but this is 
nevertheless an important consideration for fiiture research.
5.3.3 Limitations
Sample Size and Power
A major caveat of this study is its modest sample size, which means that it was 
underpowered to detect anything other than a large effect. Despite being limited, the 
sample size of the current study is comparable to other studies of family 
accommodation in OCD (for example Calvocoressi et a l, 1995; 1999, Vikas et al, 
2011), which perhaps reflects the challenges in recruiting dyads to such studies.
A further consideration is that the effects reported in the present study were small. 
This could suggest that even with a larger sample, the amount of variance explained 
by the hypothesised factors would be limited.
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Subtypes of OCD
A further limitation of this study was that it did not investigate the relationship 
between subtypes of OCD and family accommodation. It has been reported that 
levels of family accommodation were associated with contamination/cleaning 
symptom dimensions of OCD (for example Albert et al, 2010). Stewart et a l, (2008) 
reported that hoarding, ordering and sexual, religious, somatic or checking symptoms 
were not associated with family accommodation, but cleaning and contamination 
were. Using the total score of the OCI-R rather than symptom subscale scores may 
not have captured these differences.
Whilst investigating these additional variables as potential predictors of relational 
accommodation was beyond the scope of the current study, it is argued that exploring 
such factors in future research would be beneficial. This research has addressed 
current gaps in the literature and has identified future gaps that would be fruitful 
lines of enquiry.
Measurement of OCD symptoms
The OCI-R (Foa et al, 2002) was used to measure the degree OCD symptoms in all 
participants. Using a clinician-rated measure of OCD symptom severity such as the 
gold standard clinician-rated Yale-Brown Obsessive-Compulsive Scale (Y-BOCS; 
Goodman et al, 1989) would have been preferable. Due to the design and the sample 
size of the current study, screening participants in this way would not have been 
feasible. The OCI-R scores for the OCD group in the current study were similar to 
the norms of clinical populations with a diagnosis of OCD. In addition, the majority
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of individuals experiencing OCD symptoms reported having been given a formal 
diagnosis by a healthcare professional
Alternative self-report measures of OCD symptomatology include the Y-BOCS 
(Steketee, Frost & Bogart, 1996) and Padua Inventory-Washington State University 
Revision (PI-WSUR; Burns, Keortge, Formea, & Stemberger, 1995). The Y-BOCS 
self-report is a measure of symptom severity that demonstrates good psychometric 
properties including convergent validity through high correlations with the clinician­
rated Y-BOCS (r =.75 in the non-clinical sample and .79 in the clinical sample; 
Steketee et al, 1996). However, it has been criticised for poor specificity, resulting in 
the over-identification of OCD cases (see Grabill et al, 2008 for review). Whilst the 
OCI-R is more focussed on compulsive behaviours when compared to the PI-WSUR, 
it also assesses for symptoms of hoarding (which the PI-WSUR does not) and was 
therefore the preferable measure for this particular study which was inclusive of 
individuals who hoard.
The current study aimed to be inclusive to individuals experiencing symptoms of 
OCD, rather than limiting participation to those with a diagnosis of OCD. However, 
it is recognised that the idea that psychiatric disorders can be usefully classified into 
categories is embedded in the American Psychiatric Association definition of OCD 
offered in the introductory section. The use of categorical classification systems has 
several advantages in that it can facilitate communication about groups of symptoms, 
develop a basis for theories of psychopathology, predict clinical course, categorising 
individuals for the purposes of robust clinical research trials and to identify which 
treatments are most likely to be effective for individuals with different groups of
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symptoms (see Blashfield and Livesley, 1999). The categorical approach assumes 
that members of a diagnostic class are homogeneous and that there are clear 
boundaries between groups. A primary limitation of a categorical approach to 
disorder classification, is the failure to capture individual differences in severity of 
the condition and falling below diagnostic criteria thresholds (Brown and Barlow, 
2005). The literature also suggests that the factors associated with OCD (for example 
beliefs about intrusive thoughts, tolerance of uncertainty) lie on a continuum and 
appear to be normally distributed in a non-clinical sample, with no clear dividing line 
between those with a diagnosis of OCD and those without. This is apparent when 
looking at the distribution of scores on OCD symptom measures such as the OCI-R 
(see Foa et al., 2002) and the Obsessive Beliefs Questionnaire (OBQ; Obsessive 
Compulsive Cognitions Working Group; OCCWG, 2003; 2005). Scores on these 
measures tend to be positively or negatively skewed depending on whether they 
come from a group of individuals with symptoms of OCD or non-clinical control 
groups and the means for these groups differ significantly (for example Foa et al., 
2002). However, they do not appear to be bimodally distributed, which would be 
expected if an illness/categorical model was correct (i.e. the problem is present, or 
not, with no middle ground).
Measurement of distress tolerance
The lUS (Buhr & Dugas, 2002; Freeston et al., 1994) was used to measure lU in the 
significant other as a trait variable. It has been recognised that lU can also be 
considered as a state variable in that someone may have a general positive 
predisposition towards uncertainty but also show a different disposition towards 
uncertainty when in a specific situation (Mahoney & McEvoy, 2012). In relation to
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the current study, it might be that lU specifically relating to how to respond to the 
person’s OCD symptoms is a stronger predictor of levels of accommodation than lU 
in general.
The DTS (Simons & Gaher, 2005) was used to measure TNE. It is acknowledged 
that using a self-report instrument focuses on perceived capacity, rather than the 
actual behavioural ability to tolerate aversive states (see Zvolensky et al., 2010). 
Further measures of behavioural and physiological markers of distress (for example 
monitoring heart-rate in experimental paradigms, observations) would have been 
useful.
Measurement of levels of accommodation
The FAS-SR (Pinto et al., in press) was used to measure levels of family 
accommodation. Factor analysis has not yet been possible for the FAS-SR due to a 
limited sample size in the validation study (Pinto et al., in press). It was therefore not 
possible to analyse the relationship between specific factors underlying relational 
accommodation, lU and TNE and OCD symptom severity. The descriptive data for 
the FAS-SR responses revealed that in general, more relatives/carers endorsed 
modification behaviours (for example putting up with unusual conditions) in Pinto et 
al.’s sample compared to those in the present study, whereas reassuring the person 
with OCD was more prevalent in the current sample. This is particularly relevant 
given that one of two published studies that reported no significant association 
between the total FAS score and OCD symptom severity found a significant 
association between the FAS modification subscale and OCD symptom severity
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(Amir et a l, 2000). Using the total score of the FAS-SR rather than possible subscale 
scores may not have captured these differences.
Generalisabilitv of results
The majority of participants were White British females who had accessed formal 
education and were employed at the time of participating in the study. This is akin to 
samples recruited into other studies of family accommodation in OCD (see Table 1 
for summary). It is therefore difficult to generalise the results reported here to 
individuals from other cultures and backgrounds. Whilst efforts were made to make 
the study as inclusive as possible using a broad recruitment strategy and minimal 
exclusion criteria, it is recognised that the nature of the study was such that some 
degree of literacy skills and ability to comprehend English were required.
5.3.4 Recruitment strategy
There was a large variation in the numbers recruited for the two groups in this study. 
The discrepancy between the number of people with symptoms of OCD (n=165) and 
number of carers (n=48) recruited into the study highlights the difficulties when 
recruiting for a study that requires dyadic data. The missing data from the individual 
living with someone with OCD (n=II7) greatly reduced the sample size of the data 
used in the main statistical analyses, which had an impact on the power of the study, 
as discussed above. Whilst it appears that there were no significant differences 
between individuals with OCD who completed the study and those with incomplete 
datasets in terms of demographic characteristics and OCD symptom severity, it is 
unclear whether the carers who took part are typical of carers generally. I f  they were 
not typical in some way (for example less anxious, reduced lU, greater TNE than
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others who live with someone with OCD) and this could have impacted on the 
results.
There could be various reasons for the reported difference in numbers recruited for 
the two groups: Firstly, significant others living with someone with OCD have had 
less time to complete the survey than the person with OCD, particularly if they were 
parents (and have various responsibilities in the day to day running of a household); 
secondly, the indirect way of recruiting family friends and carers meant that there 
was an extra step in the procedure for the link to reach the significant other. To better 
clarify this, it would have been useful to have included a participant feedback form at 
the end of the survey.
After six months of recruitment, the discrepancy became apparent and an amendment 
to recruit through additional carer organisations was given a favourable opinion. To 
make the website more personable, ethical approval was also sought to include a 
photograph of the Chief Investigator on the homepage, in addition to the inclusion of 
a YouTube clip about the study. These amendments to the protocol did not increase 
the rate of carer recruitment.
Sources used for recruitment
The majority of participants were recruited via anxiety charity websites. No 
individuals used in the final analysis (i.e. complete datasets) were recruited via NHS 
sites. One reason for the success of recruiting via OCD charities might have been that 
this method was more direct and convenient than the recruitment via NHS sites, 
which involved signposting people to the study website through posters. Potential
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participants accessing treatment in the secondary care NHS sites may have been 
more likely to have experienced more than one difficulty of greater complexity and 
therefore been less likely to meet the inclusion criteria for the study. It is 
acknowledged that services were transitioning though various restructures and 
changes during the course of this study. Some lAPT services were not used to recruit 
as they were being delivered by independent organisations at the time of writing and 
were therefore not covered by the ethical approval sought. Each of these factors, or 
indeed a combination of these may have impacted on recruitment. Future research in 
this area could benefit from involving primary care mental health services to recruit 
potential participants.
5.4 Clinical Implications
It is difficult to draw strong conclusions from the current study and potential clinical 
implications are therefore discussed in the context of ongoing data collection and the 
aforementioned limitations.
5.4.1 Assessing levels of accommodation
The prevalence of accommodating behaviours both in the literature and in the present 
study seems to be high. This study showed that levels of accommodation 
significantly predicted OCD symptom severity with a small effect size. This suggests 
that assessing for its levels of accommodation could be important. Asking significant 
others who live with the person with OCD to complete a FAS-SR might be a useful 
way to assess for the presence and type of accommodating behaviours.
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5.4.2 Inclusion of accommodating behaviours in the formulation process
In addition to assessing levels and type of accommodating behaviours, it might also 
be appropriate to include accommodating behaviours in individual formulations for 
the person experiencing symptoms of OCD if they appear to be reinforcing 
behaviours or thoughts linked to the person’s OCD symptoms. Stobie (2009) 
proposes a modification of the cognitive model of OCD (based on Salkovskis, 1985; 
1989) for use with significant others. As with a cognitive formulation of OCD, the 
threat appraisal remains central to the model. The significant others’ appraisal might 
be something very different to that of the person with OCD (for example, worry what 
will happen to them/the person with OCD if they do not accommodate). Although 
this model was developed for young people and their families, a similar model could 
be applied to adults. One challenge faced by clinicians working with adults with 
OCD could be that work tends to focus on the individual. However, it is argued here 
that the inclusion of significant others throughout the assessment and formulation 
process could be fruitful.
5.4.3 Targeted interventions for carers
A better understanding of predictors of relational accommodation will help identify 
families/systems in which accommodation is more likely to take place. Explicit 
involvement of significant others in treatment could be beneficial for some cases, 
particularly when accommodating behaviours are a potential maintenance factor (see 
Stobie, 2009). Understanding predictors of accommodating behaviours will therefore 
enable clinicians to more effectively involve significant others in treatment, in 
addition to designing targeted interventions to help them, which may improve 
treatment outcomes for people living with OCD.
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The current study failed to show that lU and TNE in significant others living with 
someone with OCD were predicators of family accommodation. The effects reported 
are small and not statistically significant, suggesting that clinically, specifically 
targeting distress tolerance to reduce levels of accommodating behaviours might not 
be indicated at this stage. Symptoms of OCD and mental wellbeing in the significant 
other might predict accommodation to the symptoms and this warrants further 
investigation. If  this was the case, assessing the psychological wellbeing and OCD 
symptomatology in those that live with someone with OCD would be beneficial, so 
that mental health difficulties in the carer can be identified and targeted.
5.5 Future Directions
5.5.1 Development of the current study
The Chief Investigator and Research Supervisors will continue to collaborate on this 
project, which has been granted ethical approval to extend recruitment through the 
non-NHS organisations involved until December 2014. Data collection will continue 
until a larger sample size is reached to give the study sufficient power to detect the 
effects of lU and TNE in the significant other on levels of accommodation and 
whether levels of accommodation mediate the relationship between these factors and 
OCD symptoms severity. The research team will subsequently seek to publish the 
results of the study in a peer-reviewed journal.
As the FAS-SR is a relatively new measure, collaboration with the research group 
who developed the measure is ongoing. This will enable the group to increase their 
sample size, which will allow them to run factor analysis on the data. The subscales
240
of the FAS-SR data can subsequently be explored in relation to the model proposed 
here.
5.5.2 Future research
The current study did not support the proposed mediational model. The effect sizes 
yielded by lU and TNE in the significant other on accommodating behaviours were 
small, suggesting that there are other factors that could explain a greater proportion 
of the variance within the model. Research that investigates other potential predictor 
variables is therefore recommended. Possible factors could include mental health of 
the significant other and expressed emotion, neither of which were explored in the 
current study, but would be of theoretical relevance. Whilst metal health of the 
significant other was measured in the current study, it was not tested as a possible 
predictor variable in the model. In addition, investigating whether levels of 
accommodation predict specific subtypes of OCD would be valuable. The Chief 
Investigator plans to build on the current project and actively pursue these lines of 
enquiry with Research Supervisors.
The design of the current study did not allow for the causal relationship between 
variables to be established. An additional line of enquiry could therefore be to 
conduct a larger, randomised controlled trial that seeks to establish causal links 
between family/relational accommodation and OCD symptom severity. Participants 
could be allocated to a family/relational accommodation reduction intervention and 
the other half to a control intervention (ideally an intervention that mirrors the 
family/relational accommodation intervention without the family accommodation 
elements). Levels of accommodation and OCD symptoms could be measured at pre-
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and post- intervention. If  the family accommodation intervention was effective, a 
greater reduction in accommodating behaviours in the accommodation intervention 
group would be hypothesised compared to levels in the control group. If the 
intervention was effective and if there would were significant improvements in OCD 
symptoms (mediated by improvement in levels of accommodation in the intervention 
group) in the accommodation intervention condition (in comparison to the control 
condition), this would provide stronger evidence for a causal relationship between 
levels of accommodation and OCD symptoms.
5.6 Summary and Conclusions
This is the first study that examined whether accommodation of OCD symptoms 
mediated the relationship between distress tolerance in a significant other living with 
someone with symptoms of OCD and OCD symptoms. This study concluded that 
accommodation of the OCD symptoms is common amongst adults with OCD who 
live with someone. The proposed theoretical model was not supported empirically in 
this study and the hypothesised factors explained a limited amount of the variance in 
levels of accommodating behaviours. The confidence intervals for both mediation 
models (with lU and TNE in the significant other as independent variables) were 
close to not crossing zero, suggesting that levels of accommodation may have been a 
significant mediator with a larger sample. However, the effects of the model were 
greatly diminished when controlling for carer mental health, suggesting that levels o f 
accommodation are unlikely to mediate the relationship between distress tolerance 
and OCD symptom severity when controlling for mental health, even with a larger 
sample size. This study highlights the need to measure carer mental health, including 
carer OCD symptoms in this area of research.
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The caveats of the research have been discussed and it was concluded that although 
the study was underpowered, there are likely to be other factors not accounted for in 
the proposed model that explain some of the variance in accommodating behaviours. 
Overall, this valuable study contributes to the literature on family accommodation in 
OCD. It will continue to be developed to investigate further factors that predict levels 
of accommodation, in addition to developing the mediation model examining the 
relationship between these factors, accommodating behaviours and OCD symptom 
severity.
243
6. REFERENCES
Albert, U., Bogetto, F., Maina, G., Saracco, P., Bmnatto, G., & Mataix-Cols, D. (2010). 
Family accommodation in obsessive-compulsive disorder: Relation to symptom 
dimensions, clinical and family characteristics. Psychiatry Research, 179 (2), 204- 
211. doi: 10.1016/i.psvchres.2009.06.008
American Psychiatric Association. (2000). Diagnostic and statistical manual o f  mental 
disorders: DSM-IV-TR. (Fourth Edition-Text Revision). Washington DC: Author.
Amir, N., Freshman, M., & Foa, E. B. (2000). Family distress and involvement in 
relatives of obsessive-compulsive disorder patients. Journal o f Anxiety Disorders, 14 
(3), 209-217. doi: 10.1016/S0887-6185199100032-8
Baron, R. M., & Kenny, D. A. (1986). The moderator-mediator variable distinction in 
social psychological research: Conceptual, strategic, and statistical considerations. 
Journal o f Personality and Social Psychology, 51 (6), 1173-1182. doi: 10.1037/0022- 
3514.51.6.1173
Barrowclough, C., & Hooley, J. (2003). Attributions and Expressed Emotion: A review. 
Clinical Psychology Review, 23, 849-880. doi: 10.1016/S0272-7358103100075-8
Blashfield, R. K., & Livesley, W. J. (1999). Classification. In T. Millon, P. H. Blaney, & 
R. D. Davis (Eds.). Oxford textbook o f psychopathology (pp. 3-28). New York: 
Oxford University Press.
Brown, T. A., & Barlow, D. H. (2002). Classification of anxiety and mood disorders. In
D. H. Barlow (Ed.). Anxiety and its disorders: The nature and treatment o f  anxiety 
and panic. (Second Edition; pp. 292-327). New York: Guilford Press.
244
Buhr, K., & Dugas, M. J. (2002). The intolerance of uncertainty scale: Psychometric 
properties of the English version. Behaviour Research and Therapy, 40 (8), 931-945. 
doi: 10.1016/S0005-796710 D00092-4
Bums, G. L., Keortge, S. G., Formea, G. M., & Stemberger, L. G. (1995). Revision of the 
Padua inventory of obsessive compulsive disorder symptoms: distinctions between 
worry, obsessions, and compulsions. Behaviour Research and Therapy, 34, 163-173. 
doi: 10.1016/0005-7967195100035-6
Butzlaff, R.L., & Hooley, J.M. (1998). Expressed emotion and psychiatric relapse: a 
meta-analysis. Archives o f General Psychiatry, 55 (6), 547-552.
Calvocoressi, L., Lewis, B., Harris, M., & Tmfan, S. J. (1995). Family accommodation in 
obsessive-compulsive disorder. The American Journal o f Psychiatry, 152 (3), 441- 
443.
Calvocoressi, L., Mazure, C.M., Kasl, S.V., Skolnick, J., Fisk, D., Vegso, S.J.,... Price, 
L.H. (1999). Family accommodation of obsessive-compulsive symptoms: Instmment 
development and assessment of family behaviour. Journal o f Nervous and Mental 
Disease, 7^7 (10), 636-642.
Caporino, N. E., Morgan, J., Beckstead, J., Phares, V., Murphy, T. K., & Storch, E. A. 
(2012). A stmctural equation analysis of family accommodation in paediatric 
obsessive-compulsive disorder. Journal o f Abnormal Child Psychology, 40 {\), 133- 
143. doi: 10.1007/s 10802-011-9549-8
Chambless, D. L., Floyd, F. J., Rodebaugh, T. L., & Steketee, G. S. (2007). Expressed 
emotion and familial interaction: A study with agoraphobic and obsessive-
245
compulsive patients and their relatives. Journal o f Abnormal Psychology, 116 (4), 
754-761.
Clara, 1. P., Cox, B. J., & Enns, M.W. (2001). Confirmatory factor analysis of the 
depression anxiety stress scales in depressed and anxious patients. Journal o f  
Psychopathology and Behavioural Assessment, 23, 61-67. doi:
10.1023/A:1011095624717
Clark, D. A. (2004). Cognitive behavioural therapy fo r  OCD. New York: Guilford Press.
Clark, D. A., & Purdon, C. (1993). New perspectives for a cognitive theory of obsessions. 
Australian Psychologist, 28 (3), 161-167.
Cooper, M., (1996), Obsessive-compulsive disorder: Effects on family members. 
American Journal o f Orthopsychiatry, 66 (2), 296-304.
Cougle, J. R., Timpano, K. R., Fitch, K. E., & Hawkins, K. A. (2011). Distress tolerance 
and obsessions: An integrative analysis. Depression and Anxiety, 28 (10), 906-914. 
doi: 10.1002/da.20846
Derogatis, L. R. (1993a). Symptom Checklist-90-R (SCL-90-R): Administration, scoring, 
and procedures manual. Minneapolis, Minnesota: National Computer Systems.
Derogatis, L.R. (1993b). The Brief Symptom Inventory (BSI) Administration, scoring and 
procedures manual 3. Minneapolis, Minnesota: National Computer Systems.
Douglass, H.M., Moffitt, T., Dar, R., McGee, R., & Silva, P. (1995). Obsessive- 
compulsive disorder in a birth cohort of 18-year-olds: Prevalence and predictors.
246
Journal o f the American Academy o f Child and Adolescent Psychiatry, 34 (11), 
1424-1431.
Dugas, M.J., Gagnon, F., Ladouceur, R., & Freeston, M.H. (1998). Generalised anxiety 
disorder: A preliminary test of a conceptual model. Behaviour Research and 
Therapy, 36, 215-226.
Dugas M.J., Gosselin, P., Ladouceur, R. (2001). Intolerance of uncertainty and worry: 
Investigating specificity in a nonclinical sample. Cognitive Therapy and Research, 
25 (5), 551-558. doi: 10.1023/A:1005553414688
Eisen, J., Mancebo, M., Pinto, A., Coles, M., Pagano, M., Stout, R., & Ramussen, S. 
(2006). Impact of obsessive-compulsive disorder on quality of life. Comprehensive 
Psychiatry, 47, 270-275. doi: 10.1016/j.comppsych.2005.11.006
Emmelkamp, P., Haan, E., & Hoogduin, C. (1990), Marital adjustment and obsessive 
compulsive disorder, British Journal o f Psychiatry, 156, 55-60.
Ferrier, S., & Brewin, C. (2005). Feared identity and obsessive-compulsive disorder. 
Behaviour Research and Therapy, 43, 1363-1374. doi: 10.1016/i.brat.2004.10.005
First, M. B., & Gibbon, M. (2004). The structured clinical interview for DSM-IV axis 1 
disorders (SCID 1) and the structured clinical interview for DSM-IV axis 11 disorders 
(SCID 11). In: M. J. Hisenroth & D. L. Segal (Eds.). Comprehensive handbook o f  
psychological assessment: Volume 2. Personality assessment (pp. 134-143). New 
Jersey: Wiley.
Fitzgerald, S., & Stobie, B. Living with OCD: An exploration o f  partner's experiences 
using a grounded theory approach. Manuscript submitted for publication.
247
Field, A. (2009). Discovering statistics using SPSS. (Third Edition). London: Sage.
Flessner, C. A., Freeman, J. B., Sapyta, J., Garcia, A., Franklin, M. E., March, J. S., & 
Foa, E. (2011a). Predictors of parental accommodation in paediatric obsessive- 
compulsive disorder: Findings from the paediatric obsessive-compulsive disorder 
treatment study (POTS) trial. Journal o f the American Academy o f Child and 
Adolescent Psychiatry, 50 (7), 716-725. doi: 10.1016/j.jaac.2011.03.019
Flessner, C. A , Sapyta, J., Garcia, A., Freeman, J. B., Franklin, M. E., Foa, E., & March, 
J. (2011b). Examiumg the psychometric properties of the family accommodation 
scale-parent-report (FAS-PR). Journal o f Psychopathology and Behavioural 
Assessment, 33 (I), 38-46. doi: 10.1007/s 10862-010-9196-3
Foa E.B., Huppert J.D., Leiberg S., Langner, R., Kichic, R., Hajcak,G., & Salkovskis, 
P.M. (2002). The Obsessive-Compulsive Inventory: development and validation of a 
short version. Psychological Assessment, 14, 485-496. doi: 10.1037/1040- 
3590.14.4.485
Freeston, M. H., Rheaume, J., Letarte, H., Dugas, M. J., & Ladouceur, R. (1994). Why do 
people worry? Personality and Individual Differences, 17, 791-802.
Fritz, M.N, & MacKinnon, D. P. (2007). Required sample to detect the mediated effect. 
Psychological Science, 18, 233-239. doi: 10.1111/j. 1467-9280.2007.01882.x
Futh A., Simonds, L.M., Micali, N. (2012). Obsessive-compulsive disorder in children 
and adolescents: Parental understanding, accommodation, coping and distress. 
Journal o f Anxiety Disorders, 26 (5), 624-632. doi: 10.1016/j.janxdis.2012.02.012
248
Gentes, E. L., & Ruscio, A. M. (2011). A meta-analysis of the relation of intolerance of 
uncertainty to symptoms of generalized anxiety disorder, major depressive disorder, 
and obsessive-compulsive disorder. Clinical Psychology Review, 31 (6), 923-933. 
doi: 10.1016/j.cpr.2011.05.001
Goodman, W. K., Price, L. H., Rasmussen, S. A., Mazure, C., Fleischmann, R. L., Hill, C. 
L.,...Chamey, D.S. (1989). The Yale-Brown obsessive compulsive scale. 1. 
Development, use, and reliability. Archives o f General Psychiatry, 46 (11), 1006- 
1011.
Grabill, K., Merlo, L., Duke, D., Harford, K.L., Keeley, M.L., Geffken, G.R., Storch,
E.A. (2008). Assessment of obsessive-compulsive disorder: A review. Journal o f  
Anxiety Disorders, 22, 1-17. doi: 10.1016/i.ianxdis.2007.01.012
Hayes, A. F. (2009). Beyond baron and kenny: Statistical mediation analysis in the new 
millennium. Communication Monographs, 76 (4), 408-420.
doi: 10.1080/03637750903310360
Henry, J. D., & Crawford, J. R. (2005). The short-form version of the depression anxiety 
stress scales (DASS-21): Construct validity and normative data in a large non- 
clinical sample. The British Journal o f Clinical Psychology, 44, 227-239.
Heyman, L, Fombonne, E., Simmons, H., Ford, T., Meltzer, H., & Goodman, R. (2001). 
Prevalence of obsessive-compulsive disorder in the British nationwide survey of 
child mental health. British Journal o f  Psychiatry, 179, 324-329. doi: 
10.1192/bin. 179.4.324
249
Holaway, R. M., Heimberg, R. G., & Coles, M. E. (2006). A comparison of intolerance of 
uncertainty in analogue obsessive-compulsive disorder and generalised anxiety 
disorder. Journal o f Anxiety Disorders, 20, 158-174.
doi: 10.1016/j.janxdis.2005.01.002
IBM Corp. (2011). IBM SPSS Statistics fo r  Window. Version 20.0. Armonk, NY: IBM 
Corp.
Konstantellou, A., Hale, L., Stemheim, L., Simic, M., & Eisler, I. Exploring the Meaning 
o f Uncertainty in Adolescents with Anorexia Nervosa. Manuscript in submitted for 
publication.
Leyro, T. M., Zvolensky, M. J., & Bernstein, A. (2010). Distress tolerance and 
psychopathological symptoms and disorders: A review of the empirical literature 
among adults. Psychological Bulletin, 136 (4), 576-600. doi: 10.1037/a0019712
Lovibond, S. H., Lovibond, P. F. (1995). Manual fo r  the depression anxiety stress scales. 
(Second Edition). Sydney: Psychology Foundation.
Mahoney, A. E., & McEvoy, P. M. (2012). Trait versus situation-specific intolerance of 
uncertainty in a clinical sample with anxiety and depressive disorders. Cognitive 
Behaviour Therapy, 41 (1), 26-39. doi: 10.1080/16506073.2011.622131
Merlo, L. J., Lehmkuhl, H. D., Gefflcen, G. R., & Storch, E. A. (2009). Decreased family 
accommodation associated with improved therapy outcome in paediatric obsessive- 
compulsive disorder. Journal o f Consulting and Clinical Psychology, 77 (2), 355- 
360. doi: 10.1037/a0012652
250
Meyer, V. 1966. Modification of expectations in cases with obsessional rituals. Behaviour 
Research and Therapy 4, 273-280.
Meyer, T. J., Miller, M. L., Metzger, R. L., & Borkovec, T. D. (1990). Development and 
validation of the Penn state worry questionnaire. Behaviour Research and Therapy, 
2,9 (6), 487-495.
Mishel, M. H. (1983). Parents’ perception of uncertainty concerning their hospitalised 
child. Nursing Research, 32, 324-330.
Mishel, M. H. (1984). Perceived uncertainty and illness stress in illness. Research in 
Nursing and Health, 7, 163-171.
National Institute for Health and Clinical Excellence (2005). Obsessive-compulsive 
disorder: Core interventions in the treatment o f obsessive-compulsive disorder and 
body dysmorphic disorder. Retrieved August 25th, 2012 from
http://www.nice.org.uk/nicemedia/live/10976/29948/29948.pdf
Obsessive Compulsive Cognitions Working Group. (2003). Psychometric validation of 
the Obsessive Beliefs Questionnaire and the Interpretation of Intrusions Inventory: 
Part I. Behaviour Research and Therapy, 41 (8), 863-878. doi: 10.1016/S0005- 
967102)00099
Obsessive Compulsive Cognitions Working Group. (2005). Psychometric validation of 
the obsessive belief questionnaire and interpretation of intrusions inventory—Part 2 : 
Factor analyses and testing of a brief version. Behaviour Research and Therapy, 43 
(11), 1527-1542. doi: 10.1016/j.brat.2004.07.010
251
Pallant, J. (2010). SPSS survival manual. (Fourth Edition). Buckingham: Open University 
Press.
Peris, T. S., Bergman, R. L., Langley, A., Chang, S., McCracken, J. T., & Piacentini, J. 
(2008). Correlates of accommodation of paediatric obsessive-compulsive disorder: 
Parent, child, and family characteristics. Journal o f  the American Academy o f Child 
and Adolescent Psychiatry, 47 (10), 1173-1181. doi:
10.1097/CHI.0b013e3181825a91
Pinto, A., Van Noppen, B., & Calvocoressi, L. (In press). Development and preliminary 
psychometric evaluation of a self-rated version of the family accommodation scale 
for obsessive compulsive disorder. Journal o f obsessive-compulsive and related 
disorders, doi: 10.1016/i.iocrd.2012.06.001
Preacher, K. J., & Hayes, A. F. (2008). Asymptotic and resampling strategies for 
assessing and comparing indirect effects in multiple mediator models. Behavior 
Research Methods, 40 (3), 879-891. doi:10.3758/BRM.40.3.879
Rachman, S., & de Silva, P. (1978). Abnormal and normal obsessions. Behaviour 
Research and Therapy, 16 (4), 233-248.
Ramos-Cerqueira, A. T., Torres, A. R., Torresan, R. C., Negreiros, A. P., & Vitorino, C. 
N. (2008). Emotional burden in caregivers of patients with obsessive-compulsive 
disorder. Depression and Anxiety, 25 (12), 1020-1027. doi: 10.1002/da.20431
Renshaw, K. D., Steketee, G., & Chambless, D. L. (2005). Involving family members in 
the treatment of OCD. Cognitive Behaviour Therapy, 34 (3), 164-175. doi: 
10.1080/16506070510043732
252
Salkovskis, P. M. (1985). Obsessional-compulsive problems: A cognitive-behavioural 
analysis. Behaviour Research and Therapy, 23 (5), 571-583.
Salkovskis, P. M. (1989). Cognitive-behavioural factors and the persistence of intrusive 
thoughts in obsessional problems. Behaviour Research and Therapy, 27 (6), 677- 
682.
Salkovskis, P., Shafran, R., Rachman, S., & Freeston, M. H. (1999). Multiple pathways to 
inflated responsibility beliefs in obsessional problems: Possible origins and 
implications for therapy and research. Behaviour Research and Therapy, 37 (11), 
1055-1072.
Salkovskis, P.M., Williams, T., & Waite, P. (2009). Issues and future directions in 
childhood OCD. In P. Waite & T. Williams (Eds.). Obsessive compulsive disorder. 
Cognitive behavioural therapy with children and young people (pp. 136-150). Hove: 
Routledge.
Scahill, L., Riddle, M. A., McSwiggin-Hardin, M., Ort, S. I., King, R. A., Goodman, W. 
K.,... Leckman, J.F. (1997). Children’s Yale-Brown obsessive compulsive scale: 
Reliability and \dX\&\ty. Journal o f the American Academy o f Child and Adolescent 
Psychiatry, 36, 844-852.
Shafran, R., & Rachman, S. (2004). Thought-action fusion: A review. Journal o f  
Behavior Therapy and Experimental Psychiatry, 35 (2), 87-107. doi:
10.1016/i.ibten.2004.04.002
Shah, A.J., Wadoo, O., & Latoo, J. (2010). Psychological distress in carers of people with 
mental disorders. British Journal o f Medical Practitioners, 3 (3), 327-334. Retrieved
253
from: http://www.bimp.org/content/psvchological-distress-carers-people-mental-
disorders
Simons, J.S. & Gaher, R.M. (2005). The Distress Tolerance Scale: Development and 
validation of a self-report measure. Motivation and Emotion, 29 (2), 83-102. doi: 
10.1007/S11031-005-7955-3
Stanley, M.A., & Turner, S.M. (1995). Current status of pharmacological and behavioural 
treatment of obsessive-compulsive disorder. Behaviour Therapy, 1 (1), 163-186. doi: 
10.1016/S0005-7894t05)80089-9
Steele, R.G., Aylward, B.S., Jensen, C.D., & Wu, Y.P. (2009). Parent- and youth-reported 
illness uncertainty: Associations with distress and psychosocial functioning among 
recipients of liver and kidney transplantations. Children's Health Care, 38, 185-199. 
doi: 10.1080/02739610903038768
Steketee, G. (1993). Social support and treatment outcome of obsessive compulsive 
disorder at 9-month follow-up. Behavioural Psychotherapy, 21, 81-95.
Steketee, G., Frost, R., & Bogart, K. (1996). The Yale-Brown Obsessive Compulsive 
Scale: Interview versus self-report. Behaviour Research and Therapy, 34, 675-684.
Steketee, G., (1997), Disability and family burden in obsessive-compulsive disorder, 
Canadian Journal o f Psychiatry, 42, 919-928.
Steketee, G., Frost, R. O., & Cohen, I. (1998). Beliefs in obsessive-compulsive disorder. 
Journal o f Anxiety Disorders, 12, 525-537.
254
Stengler-Wenzke, K., Trosbach, J., Dietrich, S., & Angermeyer, M. C. (2004). Coping 
strategies used by the relatives of people with obsessive-compulsive disorder. 
Journal o f Advanced Nursing, 48 (1), 35-42. doi: 10.1111/j.l365-2648.2004.03166.x
Stewart, S. E., Beresin, C., Haddad, S., Stack, D. E., Fama, J., & Jenike, M. (2008). 
Predictors of family accommodation in obsessive-compulsive disorder. Annals o f 
Clinical Psychiatry, 20 (2), 65-70. doi: 10.1080/10401230802017043
Stobie, B. (2009). Working with families. In P. Waite & T. Williams (Eds.). Obsessive 
compulsive disorder. Cognitive behavioural therapy with children and young people 
(pp. 118-135). Hove: Routledge.
Storch , E. A. Merlo, L. J., & Geffken , G. R. (2005). The family accommodation scale- 
parent report. Unpublished manuscript. University of Florida, Gainesville.
Storch, E. A., Geffken, G. R., Merlo, L. J., Jacob, M. L., Murphy, T. K., Goodman, W. 
K...Grabill, K. (2007). Family accommodation in paediatric obsessive-compulsive 
disorder. Journal o f Clinical Child and Adolescent Psychology, 36 (2), 207-216. doi: 
10.1080/15374410701277929
Tolin, D. F., Abramowitz, J. S., Brigidi, B. D., & Foa, E. B. (2003). Intolerance of 
uncertainty in obsessive-compulsive disorder. Journal o f Anxiety Disorders, 17 (2), 
233-242. doi: 10.1016/S0887-6185102)00182-2
Torres, A. R., Prince, M. J., Bebbington, P. E., Bhugra, D., Brugha, T. S., Farrell, 
M.,...Singleton, N. (2006). Obsessive-compulsive disorder: Prevalence, comorbidity, 
impact, and help-seeking in the British national psychiatric morbidity survey of
255
2000. The American Journal o f Psychiatry, 163 (11), 1978-1985. Retrieved from: 
http ://ioumals.psvchiatrvonlme.org/article. aspx?articleid=97335
Types, L., Salins, C., Skiba, W., & Winstead, D.K., (1992), A psycho educational and 
support group for obsessive-compulsive disorder patients and their significant others. 
Comprehensive Psychiatry, 33, 197-201.
Vikas, A., Avasthi, A., & Sharan, P. (2011). Psychosocial impact of obsessive- 
compulsive disorder on patients and their caregivers: A comparative study with 
depressive disorder. The International Journal o f Social Psychiatry, 57 (1), 45-56. 
doi: 10.1177/0020764009347333
Vogel, P. A., Stiles, T. C., & Gotestam, K. G. (2004). Adding cognitive therapy elements 
to exposure therapy for obsessive compulsive disorder: A controlled study. 
Behavioural and Cognitive Psychotherapy, 3, 275-290. doi:
10.1017/S1352465804001353
Whittal, M. L., Thordarson, D. S., & McLean, P. D. (2005). Treatment of obsessive- 
compulsive disorder: Cognitive behaviour therapy vs. exposure and response 
prevention. Behaviour Research and Therapy, 43(12), 1559-1576. doi:
10.1016/i.brat.2004.11.012
Zigmond, A. S., & Snaith, R. P. (1983). The Hospital Anxiety and Depression Scale. Acta 
Psychiatrica Scandinavica, 67, 361-370.
Zvolensky, M.J., Vujanovic, A.A., Bernstein, A., & Leyro, T. (2010). Distress tolerance: 
Theory, measurement, and relations to psychopathology. Current Directions in 
Psychological Science, 19 (6), 406-410. doi: 10.1177/0963721410388642
256
APPENDIX A: LITERATURE SEARCH STRATEGY 
Family Accommodation in OCD Literature Search
A systematic search of the literature was conducted using four databases 
(PsychlNFO, ISI web of science, PsychARTICLES and Psychology and Behavioural 
Sciences Collection). It included papers indexed by these electronic databases 
published before June 5th 2013 and relevant papers in the reference lists of retrieved 
articles. Titles of papers were searched using the terms, “family*”, “relative”, 
“parent*” or “carer” in combination with “accommodation” or “involvement” and 
“obsess*”, “intrus*” or “OCD”.
Any published foil English journal article that investigated family accommodation in 
OCD across the lifespan was included. No exclusion criteria were used with regards 
to the methodology (experimental design, type of data collected, main outcome 
measure used) or statistical analysis.
Distress Tolerance Literature Search
Titles of papers were searched using the terms, “family*”, “relative”, “parent*” or 
“carer” in combination with “distress”, “uncertainty” and “tolerance”. A second 
search was conducted using the same terms with an additional search criteria and 
“OCD” or “obsess*” or “intrus*”.
Any published foil English journal article that investigated distress tolerance in adult 
family members/carers or adults with OCD was included. There were no exclusion 
criteria with regards to the methodology (experimental design, type of data collected.
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main outcome measure used) or statistical analysis used. The final papers selected for 
review consisted of 14 studies exploring intolerance of uncertainty and OCD 
symptoms (in addition to a meta-analysis), one paper looking at tolerance of negative 
emotion and OCD symptoms.
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APPENDIX B: SCREENING QUESTIONS AND DEMOGRAPHIC
INFORMATION
Participants experiencing symptoms related to OCD:
Screening Questions
1. Are you aged between 18 and 65? Y /N
2. Are symptoms related to Obsessive Compulsive 
Disorder (OCD) your main difficulties?
Y /N
Demographic Information
1. Gender □ Female
□ Male
2. Age (years)
3. What is your ethnic origin? □ White
□ Black/Black British
□ Asian/Asian British
□ Chinese
□ Mixed
□ Other (Please 
state)
4. How many years have you been in education?
5. Are you currently employed? □ Yes
□ No
OCD-reJated Information
1. Do you have a clinical diagnosis of obsessive 
compulsive disorder?
Y/N
2. Are any other current difficulties you are aware 
of (for example other clinical diagnoses you may 
have received)? If  yes, state details.
Y/N
4. Are you currently receiving treatment for your 
obsessive compulsive disorder- related difficulties 
in the past? If yes mark as appropriate.
Y/N
Medication □  
Talking therapy □  
Combination of medication 
and talking therapies HH
4. Have you received treatment for your obsessive 
compulsive disorder- related difficulties in the 
past? If yes mark as appropriate.
Y/N
Medication □  
Talking therapy □  
Combination of medication 
and talking therapies O
5. OCD duration (years/ months)
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Participants who live with the person experiencing OCD-related symptoms:
Screening Questions
Are you aged between 18 and 65? Y/N
Have you lived with this person experiencing 
symptoms related to OCD for at least 6 months?
Y/N
Relationship to individual with OCD- related 
difficulties.
Parent 1—1 
Spouse □  
Partner □  
Adult child ^  
Sibling O  
Friend □  
Other (please state)
Do you currently have a clinical diagnosis of 
obsessive compulsive disorder?
Y/N
Demographic Information
1. Gender □ Female
□ Male
2. Age (years)
3. What is your ethnic origin? □ White
□ Black/Black British
□ Asian/Asian British
□ Chinese
□ Mixed
□ Other (please state)
4. How many years have you been in 
education?
5. Are you currently employed? □ Yes
□ No
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APPENDIX C: QUESTIONNAIRES
OBSESSIVE-COMPULSIVE INVENTORY- Revised (OCI-R)
Foa E.B., Huppert J.D., Leiberg S., Langner, R., Kichic, R., Hajcak,G., & 
Salkovskis, P.M. (2002). The Obsessive-Compulsive Inventory: development and 
validation of a short version. Psychological Assessment, 14, 485^96. doi:
10.1037/1040-3590.14.4.485
The following statements refer to experiences that many people have in their
everyday lives.
Circle the number that best describes HOW MUCH that experience has 
DISTRESSED or BOTHERED you during the PAST MONTH.
The numbers refer to the following verbal labels: 
0 =Not at all 1 -A  little 2 =Moderat =A lot 4 =Extremely
1. I have saved up so many things that they get in the 
way
0 1 2 3 4
2 . I check things more often than necessary. 0 1 2 3 4
3. I get upset if objects are not arranged properly 0 1 2 3 4
4. I feel compelled to count while I am doing things. 0 1 2 3 4
5. I find it difficult to touch an object when I know it has 
been touched by strangers or certain people.
0 1 2 3 4
6 . I find it difficult to control my own thoughts 0 1 2 3 4
7. I collect things I don’t need. 0 1 2 3 4
8. I repeatedly check doors, windows, drawers, etc. 0 2 3 4/M
9. I get upset if others change the way I have arranged 
things.
0 1 2 3 4
10. I feel I have to repeat certain numbers. 0 1 2 5 ?
11. I sometimes have to wash or clean myself simply 
because I feel contaminated
0 1 2 3 4
12. I am upset by unpleasant thoughts that come into my 
mind against my will
0 1 2 3 4
13. I avoid throwing things away because I am afraid I 
might need them later.
0 1 2 3 4
14. I repeatedly check gas and water taps and light 
switches after turning them off.
0 1 2 3 4
15. 1 need things to be arranged in a particular order. 0 1 2 3 4
16. I feel that there are good and bad numbers. 0 1 2 3 4
17. I wash my hands more often and longer than 
necessary.
0 1 2 3 4
18: I frequently get nasty thoughts and have difficulty in 
getting rid of them
0 1 2 3 4
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DEPRESSION, ANXIETY, STRESS SCALES- 21
Lovibond, S. H., Lovibond, P. F. (1995). Manual for the depression anxiety stress 
scales (2nd éd.). Sydney: Psychology Foundation.
DASS21
Please read each statement and circle a number 0, 1, 2 or 3 which indicates how 
much the statement applied to you over the past week. There are no right or wrong 
answers. Do not spend too much time on any statement.
The rating scale is as follows:
0 Did not apply to me at all
1 Applied to me to some degree, or some of the time
2 Applied to me to a considerable degree, or a good part of time
3 Applied to me very much, or most of the time
1 I found it hard to wind down
2 I was aware of dryness of my mouth
3 I couldn't seem to experience any positive feeling at all
4 I experienced breathing difficulty (eg, excessively rapid 
breathing, breathlessness in the absence of physical 
exertion)
5 I found it difficult to work up the initiative to do things
6 I tended to over-react to situations
7 I experienced trembling (eg, in the hands)
8 I felt that I was using a lot of nervous energy
9 I was worried about situations in which I might panic 
and make a fool of myself
10 I felt that I had nothing to look forward to
11 I found myself getting agitated
12 I found it difficult to relax
13 I felt down-hearted and blue
14 I was intolerant of anything that kept me from getting on
with
what I was doing
15 I felt I was close to panic
16 I was unable to become enthusiastic about anything
17 I felt I wasn't worth much as a person
18 I felt that I was rather touchy
19 I was aware of the action of my heart in the absence of 
physical exertion (eg, sense of heart rate increase, heart 
missing a beat)
20 I felt scared without any good reason
21 I felt that life was meaningless_____________________
262
DISTRESS TOLERANCE SCALE (DTS)
Simons, J.S. & Gaher, R.M. (2005). The Distress Tolerance Scale: Development and 
validation of a self-report measure. Motivation and Emotion, 29 (2), 83-102. doi:
10.1007/sl 1031-005-7955-3
Directions: Think o f times that you feel distressed or upset. Select the item 
from the menu that best describes your beliefs about feeling distressed or upset.
1. Strongly agree
2. Mildly agree
3. Agree and disagree equally
4. Mildly disagree
5. Strongly disagree
1. Feeling distressed or upset is unbearable to me. 0 1 2 3 4 5
2. When I feel distressed or upset, all l  ean think about is how bad I feel.  ^ '
0 1 2 3 4 5
3. I can’t handle feeling distressed or upset. 0 1 2 3 4 5
4. My feelings of distress are so intense that they 
completely take over.
0 1 2 3 4 5
5. There’s nothing worse than feeling distressed or 
upset.
0 1 2 3 4 5
6. I can tolerate being distressed or upset as well as most people.
0 1 2 3 4 5
7. My feelings of distress or being upset are not acceptable.
0 1 2 3 4 5
8. I’ll do anything to avoid Teeling distressed or
upset; ' ' \  " ' '
0 1 2 3 4 5
9. Other people seem to be able to tolerate feeling distressed or upset better than I can.
0 1 2 3 4 5
10. Being distressed or upset is always a major ordeal for nie.
0 1 2 3 4 5
11. I am ashamed of myself when I feel distressed or upset.
0 1 2 3 4 5
12. My feelings of distress or being upset scare me. : 0 1 2 4 5
13. I’ll do anything to stop feeling distressed or 
upset.
0 1 2 3 4 5
14. When I feel distressed or upset, I must do 
something about it immediately.
0 1 2 3 4 5
15. When I feel distressed or upset, 1 cannot help but 
concentrate on how bad the distress actually 
feels.
0 1 2 3 4 5
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FAMILY ACCOMMODATION SCALE FOR OBSESSIVE COMPULSIVE
DISORDER (OCD)
The Family Accommodation Scale for Obsessive Compulsive Disorder - Self-Rated 
Version (FAS-SR) Copyright © 2011 by Anthony Pinto, Ph.D., Barbara Van 
Noppen, Ph.D., & Lisa Calvocoressi, Ph.D.
You have been asked to complete this questionnaire because you have a relative or 
significant other who has been diagnosed with obsessive-compulsive disorder (OCD) 
and who has identified you as the family member who is most involved with him/her 
and the OCD. Throughout this questionnaire, your relative/significant other with 
OCD
is referred to as “your relative” and you are referred to as the “family member.”
Part I of this questionnaire describes obsessions and compulsions and asks you to 
identify your relative’s current OCD symptoms to the best of your knowledge. Part II 
of this questionnaire asks you to identify possible ways in which you may be 
modifying your behaviour or routines in response to your relative’s OCD.
PART I: REPORT OF RELATIVE’S OCD SYMPTOMS OBSESSIONS
Obsessions are distressing ideas, thoughts, images or impulses that repeatedly enter a 
person's mind and may seem to occur against his or her will. The thoughts may be 
repugnant or frightening, or may seem senseless to the person who is experiencing 
them.
Below is a list of different types of obsessions common in OCD. Please place a 
check mark by each type of obsession that your relative experienced (to the best of 
your knowledge) during the past week.
HARMING OBSESSIONS
Examples: fears of harming oneself or others, stealing things, blurting out obscenities 
or insults, acting on unwanted or embarrassing impulses; being responsible for 
something terrible happening (e.g., a fire or burglary); experiencing violent or 
horrific images.
CONTAMINATION OBSESSIONS
Examples: excessive concerns about or disgust with bodily waste, secretions, blood, 
germs; excessive concerns about being contaminated by environmental toxins (e.g., 
asbestos, radiation, or toxic waste), household cleansers/solvents, or animals (e.g., 
insects); discomfort with sticky substances or residues; fears of contaminating others.
SEXUAL OBSESSIONS
Examples: unwanted, repeated thoughts with forbidden or perverse sexual themes 
(e.g., sexual involvement with children).
HOARDING/SAVING OBSESSIONS
Examples: worries about throwing out seemingly unimportant things, resulting in 
accumulation of possessions that fill up or clutter active living areas or the 
workplace.
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RELIGIOUS OBSESSIONS
Examples: intrusive blasphemous thoughts; excessive concerns about right and 
wrong/morality.
OBSESSION WITH NEED FOR SYMMETRY OR EXACTNESS
Examples: worries about whether items have been moved; worries that possessions
are not properly aligned; worries about calculations or handwriting being perfect.
SOMATIC OBSESSIONS
Examples: excessive concerns about having an illness like AIDS or cancer, despite 
reassurance to the contrary; excessive concerns about a part of the body or aspect of 
appearance.
MISCELLANEOUS OBSESSIONS
Examples: an excessive need to know or remember unimportant details; a fear of 
losing things; a fear of saying certain words; a fear of not saying just the right thing; 
a discomfort with certain sounds or noises; or repeated thoughts of lucky or unlucky 
numbers.
COMPULSIONS
Compulsions (also called rituals) are defined as behaviors or mental acts that a 
person feels driven to perform, although s/he may recognize them as senseless or 
excessive. It may be difficult or anxiety provoking for a person to resist performing 
these behaviors.
Below is a list of different types of compulsions common in OCD. Please place a 
check mark by each type of compulsion that your relative experienced (to the best of 
your knowledge) during the past week.
CLEANING/WASHING COMPULSIONS
Examples: excessive or ritualized handwashing, showering, bathing, toothbrushing, 
grooming, or toilet routine; excessive cleaning of household items; efforts to prevent 
contact with contaminants.
CHECKING COMPULSIONS
Examples: excessively checking locks, stove, appliances; checking to ensure that 
nothing terrible did or will happen, or that s/he did not make a mistake; checking tied 
to fears of illness.
REPEATING RITUALS
Examples: rereading and/or rewriting things; repeating routine activities (e.g., going 
in/out of door, getting up/down from chair).
COUNTING COMPULSIONS
Examples: counting floor tiles, books on a shelf, or words in a sentence. 
ORDERING/ARRANGING COMPULSIONS
Examples: excessive straightening of papers on a desk, adjusting furniture or picture 
frames.
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HOARDING/SAVING/COLLECTING COMPULSIONS
Examples: saving old newspapers, junk mail, wrappers, broken tools since they may 
be needed one day; picking up useless objects from the street or garbage cans.
MISCELLANEOUS COMPULSIONS
Examples: seeking reassurance (e.g., by repeatedly asking the same question); 
excessive listmaking; taking measures to prevent harm to self or others, or to prevent 
terrible consequences; mental rituals other than checking or counting (e.g., 
reviewing, ritualized praying); need to touch or tap things; ritualized eating 
behaviors.
PART II: REPORT OF FAMILY MEMBER’S RESPONSES TO OCD
INSTRUCTIONS: Keeping in mind your relative's OCD symptoms that you 
identified in Part I, the next set of items describe possible ways that you may have 
responded to those symptoms during the past week. For each item, please indicate 
the number of days during the past week that you responded to your relative in the 
way specified. For each item, fill in a circle in the NUMBER OF DAYS column. If 
an item refers to something you did not do at all in the last week, fill in the circle for 
“none/never happened.” ____
NUMBER OF DAYS THIS PAST 
WEEK
Never/
None
1
day
2-3
days
4-6
days
Every­
day
1. I reassured my relative that there were no grounds for his/her 
OCD-related worries.
Examples: reassuring my relative that 
s/he is not contaminated 
or that s/he is not terminally ill.
0 1 2 3 4
2 . I reassured my relative that the rituals 
he/she already
performed took care of the OCD-related 
concern.
Examples: reassuring my relative that 
s/he did enough ritualized 
cleaning Or checking.
0 1 2 , 4
3. I watched my relative with OCD complete rituals because my 
relative asked me to do so or because I 
thought my relative
wanted me to watch.
0 1 2 3 4
4. I waited for my relative while s/he completed compulsive behaviors.
0 1 2 3 4
5. 5 .1 directly participated in my relative’s compulsions.
Examples: doing repeated washing or 
checking at my relative’s request.
0 1 2 3 4
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6 . I did things that made it possible for myrelative to complete
compulsions.
Examples: driving back home so my
relative can check i f  the
doors are locked; creating extra space
in the house fo r  my
relative *s saved items.
0 1 2 4
7. I provided my relative with OCD with items s/he needs to perform rituals or 
compulsions.
Examples: shopping for excessive 
quantities o f soap or cleaning 
products fo r  my relative.
0 1 2 3 4
8. I  did things that allowed my relative to 
avoid situations that might trigger 
obsessions or compulsions.
Examples: touching public door knobs 
for my relative so s/he 
wouldn't have to.
0 1 : 2 4
9. I helped my relative make simple decisions when s/he couldn’t do so 
because of OCD.
Examples: deciding which clothes my 
relative should put on in the 
morning or what brand o f cereal s/he 
should buy.
0 1 2 3 4
10. I helped my relative with personal tasks, such as washing, grooming, toileting, or 
dressing, when his/her ability to fonction 
was impaired by OCD.
0 17 ::2 3: 4
11. I helped my relative prepare food when s/he couldn’t do so because of OCD.
0 1 2 3 4
12;: I took on family or household responsibilities that my relative couldn’t 
adequately perform due to OCD.
Examples: doing bills, shopping, and/or 
taking care o f children for  
my relative (when, except fo r OCD, I  
wouldn 7 have done so).
0 1 2 3 4
13. I avoided talking about things that might trigger my relative’s 
obsessions or compulsions.
0 1 2 3 4
14. 1 stopped myself from doing things that 0 1 2 3 4
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could have led my relative to have 
obsessions or compulsions. 
Examples: not moving items that my 
relative has carefully lined up.
15. I made excuses or lied for my relative when s/he missed work
or a social activity because of his/her 
OCD.
0 1 2 3 4
16. I didn’t do anything to stop unusual OCD-related behaviors by my relative. 
Examples: tolerating my relative's 
repetitive actions such as going 
in and out o f a doorway or 
touching/tapping objects a certain 
number o f times.
0 1 2 4
17. I put up with unusual conditions in my home because of my relative’s OCD. 
Examples: leaving the home cluttered 
with papers that my relative won’t throw 
away.
0 1 2 3 4
18. I cut back on leisure activities because of my relative’s OCD.
Examples: spending less time 
socializing, doing hobbies, exercising.
0 1 2 3 4
19. I changed my work or school schedulebecause of my relative’s
OCD.
0 1 2 3 4
20. I put off some of my family responsibilities because of my 
relative’s OCD.
Examples: I  spent less time than I  would 
have liked with other relatives; I  
neglected my household chores.
0 2 3 4
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INTOLERANCE OF UNCERTAINTY SCALE (lUS)
Original French Version: Freeston, M.H., Rhéaume, J., Letarte, H., Dugas, M.J., & 
Ladouceur, R. (1994): Why do people worry? Personality and Individual 
Differences, 17
English Version: Buhr, K., Dugas, M. J. (2002). The intolerance of uncertainty scale: 
psychometric properties of the English version. Behaviour Research and Therapy,
40, 931-945.
You will find below a series of statements which describe how people may react to 
the uncertainties of life. Please use the scale below to describe to what extent each 
item is characteristic of you. Please circle a number (1 to 5) that describes you best.
Not at all Somewhat Entirely
characteristic characteristic characteristic
of me of me of me
1........................ ....2....... .................... 3.................. .......... 4.......................... 5
1 .Uncertainty stops me from having a firm opinion.
1...............................2........................... 3..............................4.........................
2. Being uncertain means that a person is disorganized.
1............................... 2........................... 3..............................4.........................
3. Uncertainty makes life intolerable.
1............................... 2........................... 3.............................. 4.........................
4. It's unfair not having any guarantees in life.
1............................... 2........................... 3.............................. 4.........................
5. My mind can't be relaxed if I don't know what will happen tomorrow. 
1..................... 2............................. 3..............................4.........................
6. Uncertainty makes me uneasy, anxious, or stressed.
1.....................  2 . .............................3..............................4.........................
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7. Unforeseen events upset me greatly. 
1 2............................. 3.
8 ..It frustrates me not having all the information I need. 
..........................2.............................3..............................4.
Uncertainty keeps me from living a frill life. 
........................... 2.............................3..............................4.
0. One should always look ahead so as to avoid surprises.
............................ 2.............................3................................. 4........................5
1. A small unforeseen event can spoil everything, even with the best of planning. 
 2.............................3..............................4............................5
2. When it’s time to act, uncertainty paralyses me. 
 2.............................3..............................4.
3. Being uncertain means that I am not first rate. 
 2.............................3.............................. 4.
4. When I am uncertain, I can't go forward. 
 2............................ 3.............................. 4.
5. When I am uncertain I can't function very well. 
 2............................ 3.............................. 4.
6 . Unlike me, others always seem to know where they are going with their lives. 
 2............................ 3..............................4............................5
7. Uncertainty makes me vulnerable, unhappy, or sad.
..............................2..............................3...............................4.............................5
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18.1 always want to know what the future has in store for me.
1...............................2........................... 3...............................4..............................5
19.1 can't stand being taken by surprise.
1...............................2........................... 3...............................4..............................5
20. The smallest doubt can stop me from acting.
1............................... 2........................... 3...............................4..............................5
21.1  should be able to organize everything in advance.
1............................... 2........................... 3...............................4..............................5
22. Being uncertain means that I lack confidence.
1..............................2.......................... 3..............................4.............   5
2 3 .1 think it's unfair that other people seem sure about their future.
1............................... 2........................... 3...............................4..............................5
24. Uncertainty keeps me from sleeping soundly.
1.............................. 2.......................... 3................... ...........4............................ 5
2 5 .1 must get away from all uncertain situations.
1............................... 2........................... 3...............................4..............................5
26. The ambiguities in life stress me.
1............................... 2........................... 3............................... 4............................. 5
2 7 .1 can't stand being undecided about my future.
1.............................. 2.......................... 3..............................4.............................5
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PENN-STATE WORRY QUESTIONNAIRE (PSWQ)
Meyer T.J., Miller, M.L, Metzger, R.L., Borkovec, T.D. (1990). Development and 
validation of the Penn State Worry Questionnaire. Behaviour Research and Therapy,
2,9(6), 487-95.
Enter the number that best describes how typical or characteristic each item is of you, 
putting the number next to the item.
1 2 3 4 5
Not at all typical Somewhat Very typical
typical
1. If I don't have enough time to do everything I don't worry
about it.
worry
2. My worries overwhelm me.
3. I don't tend to worry about things.
4. Many situations make me worry.
5. I know I shouldn't worry about things, but I just can't help it.
6 . When I am under pressure I worry a lot.
7. I am always worrying about something.
8. I find it easy to dismiss worrisome thoughts.
9. As soon as I finish one task, I start to worry about everything 
else I have to do.
10. I never worry about anything.
11. When there is nothing more I can do about a concern, I don't 
about it any more.
12. I've been a worrier all my life.
13. I notice that I have been worrying about things.
14. Once I start worrying, I can’t stop.
15. I worry all the time.
16. I worry about projects until they are all done.
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APPENDIX D: RECRUITMENT BLURB
The Involvement of Others in Symptoms Related to Obsessive Compulsive
Disorder (OCD).
Do you experience symptoms o f OCD and have ten minutes to spare?
Have you lived with someone with OCD-related symptoms for at least six months? 
________Could you spare half an hour to complete a short survey online?________
Why Participate in this Research?
Family and friends can often get caught up in their partner or relative’s symptoms of 
OCD and research suggests this may not be helpful for them or their loved one. We 
need to know more so that mental health professionals can develop better treatments 
-  not just for people living with symptoms o f OCD, but also for those who live with 
them.
Whether or not you decide to take part in this research, your decision will have 
no effect on any care or treatment yon are receiving, or will receive in the 
future.
I  am looking for:
• People who experience OCD symptoms; and
• People that live with them (that is, partners, spouse, carers, family member or 
friend).
What is Involved?
To take part you must be:
• Aged between 18 and 65;
• Have been living with the other person for at least six months;
• Able to answer some questionnaires which will take approximately 10 
minutes for the person with OCD-related difficulties to complete and around 
30 minutes for those that live with them (family member/ carer etc.). That’s 
it!
What to do next:
People experiencing OCD-related symptoms:
• If you are interested in taking part, please follow the link below for more 
information about the study:
Study Website: http://wvyw.fahs.surrev.ac.uk/snrvev/OCDresearch/
Alternatively, contact me, Lucy Hale by e-mail directly at: l.hale@surrev.ac.uk, 
or on my mobile (07585285279) for further information.
People living with someone with OCD:
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• The person OCD symptoms who you live with needs to have completed their 
questionnaires before you are able to take part. Feel free to tell them about 
the study and show them this information.
• Once they have completed their survey, please follow the link above for more 
information about the study and to complete your set of questionnaires.
This study is being completed as part of my Clinical Psychology doctoral research at 
the University of Surrey by Lucy Hale and is being supervised by Dr Clara Strauss 
and Dr Blake Stobie.
It has been approved by a group of independent people (a Research Ethics 
Committee) to protect your rights, dignity, well-being and safety. The study has been 
given a favourable ethical opinion by the Faculty of Arts & Human Sciences at the 
University of Surrey Ethics Committee (reference: 732-PSY-12 (FEO/NHS)) and 
also the South East Coast (Surrey) NHS Research Ethics Committee (reference: 
12/LO/0053).
Your participation in this research would be much appreciated as it could help shape 
interventions for suffers of OCD and support for people who live with someone 
affected by OCD. Unfortunately we will not be able to reimburse you for your time, 
should you wish to take part. However, as a token of appreciation, there will be an 
option to enter a prize draw for high street vouchers.
Thank you for your time,
Lucy Hale 
Trainee Clinical Psychologist 
University of Surrey
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APPENDIX E: PARTICIPANT INFORMATION SHEETS
Participant Information Sheet for Individuals Experiencing Symptoms of OCD
The Involvement of Others in Symptoms Related to Obsessive Compulsive Disorder 
rOCDT
My name is Lucy Hale and I am conducting a piece of research at the University of 
Surrey, in Guildford. I am looking for people experiencing symptoms of OCD and 
people that live with them; that can be a family member, carer, partner, spouse, or 
friend etc. to help with my study.
What is the study about?
Research suggests that family/carer involvement in OCD-related difficulties is 
common, and that family members/carers tend to try and help the person 
experiencing OCD symptoms related with their OCD, such as with the rituals or 
behaviour they use to cope with their OCD.
There is little research into why some family members and carers get involved with 
the OCD symptoms and others do not. Understanding the factors associated with 
family/carer involvement will increase our understanding of why some family 
members/carers accommodate (or respond to) the OCD symptoms more than others. 
This will help clinicians to develop family/carer interventions for OCD to target 
these factors and improve treatment outcomes for people who experience symptoms 
of OCD.
What will I have to do?
• You need to be aged between 18 and 65 and have lived with your relative, 
friend, spouse or carer etc. for at least six months.
• For you to take part, you will need to read this Information Sheet and Consent 
Form carefully and agree to take part in the study.
• You will then be asked to complete some brief questionnaires. The 
questionnaires will ask you about your demographic characteristics, and 
about aspects of your OCD-related difficulties. It will take no longer than ten 
minutes to fill in. We will ask you to generate a code, that you would need to 
give to the person you live with before they can complete their part of the 
survey. We would ask the person who lives with you to complete their 
part of the survey within two weeks of you completing your 
questionnaire.
• As a token of appreciation, people who take part in my research will be 
entered into a prize draw for a chance to win high street vouchers (£25, £15, 
and £5). If you wish to be entered, please contact me, Lucy Hale, on the 
details at the bottom of this form.
Do I have to take part?
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No, taking part in this study is entirely up to you. If you are unsure whether or not to 
take part, you can contact me for further information and I will be happy to answer 
any queries.
Even if you agree to take part, you can choose not to answer some of the 
questions in the questionnaires. Whether or not you decide to take part in this 
research, your decision will have no effect on any care or treatment you are 
receiving, or will receive in the future.
How do I agree to take part?
In order to take part you complete a Consent Form which states that you have 
understood what the research is all about and that you have had the chance to ask me 
any questions before participating.
Does what I sav get shared with anyone else?
Your answers to the questions will be completely anonymous. This means that, 
when you submit the questionnaires, your responses will be anonymous, and I will 
have no way of tracing who you are. For this reason, you will be unable to withdraw 
from the study once you have submitted responses to the questionnaires.
My research supervisors will have access to all participant responses to help me 
ensure I am conducting the research properly and according to ethical guidelines. 
Their names and contact details can be found on the last page of this form. Nobody 
else will have access to the information you give me during the research.
All information gathered during this research study will be stored securely in 
accordance with the Data Protection Act 1998 and will be destroyed ten years after 
the study has ended.
What happens when the research studv is completed?
This piece of research will be completed in July 2013. I will seek to present and 
publish the findings of this research once the study has ended. All findings will be 
anonymous. If you would like to receive a summary of the results of the study 
after it is completed, please let me know, using my contact details on the last 
page of this form.
What are the benefits of taking part?
The research provides an opportunity for Clinical Psychologists to gain a better 
understanding about people who experience symptoms related to OCD and the 
impact this has on people close to them.
Changes to health services are based on the findings of research studies. It is only by 
researching real people and real issues that we can gain a better understanding of 
those issues. Your input to this research into carer involvement in OCD is therefore 
vital. While you may not see any immediate change or benefit to yourself or the 
person you live with, you will be contributing to an important piece of research that 
will improve the health treatment and services of others in the future.
Are there anv downsides of taking part?
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We do not anticipate any risk to your physical wellbeing by taking part in this study. 
You may find some of the questions in the questionnaires quite personal. My 
intention is not to be intrusive by asking these questions, but to get a better 
understanding of how involvement with the OCD symptoms works. If you find any 
of the questions uncomfortable to answer or upsetting in any way simply leave this 
and move on to the next question.
Many people find thinking about their experience of living with someone who has 
OCD-related difficulties helpful, but others may find it brings up upsetting feelings 
or memories. If  this happens and you would like some support afterwards, then I 
would be happy to talk about this with you. Alternatively, you could also contact one 
of the OCD support organisations, who are experienced in offering advice to 
individuals with OCD and their carers, such as OCD-UK and OCD-Action. Your 
wellbeing is of utmost importance to us.
Wbat if tbere is a problem?
If you have any concerns about any aspect of the way you have been treated during 
the course of the research study, then you can contact one of my supervisors. Their 
names are Dr Clara Strauss and Dr Blake Stobie. Their contact details are the end of 
this form.
Has tbe research been approved by anv committee?
The study has been given a favourable opinion by the Faculty of Arts & Human 
Sciences at the University of Surrey Ethics Committee (reference: 732-PSY-12 
(FEO/NHS)) and also the South East Coast (Surrey) NHS Research Ethics 
Committee (reference: 12/LO/0053).
Thank you for taking tbe time to consider participating in this study.
CONTACT DETAILS 
Research being conducted bv:
Lucy Hale, Trainee Clinical Psychologist 
University of Surrey, Department of Psychology,
Guildford, GU2 7XH.
Email: l.bale@surrev.ac.uk 
Mobile: 07585285279
Please contact me via email. If you wish to speak to me directly then please leave a 
message on the mobile number above and I will contact you as soon as I am 
available.
Supervised bv:
Dr Clara Strauss (Chartered Clinical Psychologist)
University of Surrey, Department of Psychology 
Guildford, GU2 7XH 
Email: C.Strauss@surrev.ac.uk 
Telephone: 01483 68 9441
Dr Blake Stobie (Consultant Clinical Psychologist)
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99 Denmark Hill 
London, SE5 8AZ 
Email: blake.stobie@kcl.ac.uk 
Telephone: 020 3228 2101
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Participant Information Sheet for People Living with Someone with OCD
My name is Lucy Hale and I am conducting a piece of research at the University of 
Surrey, in Guildford. I am looking for people experiencing symptoms of OCD and 
people that live with them; that can be a family member, carer, partner, spouse, or 
friend etc. to help with my study.
What is the studv about?
It can be difficult for individuals to live alongside someone who is experiencing 
OCD-related symptoms. Research suggests that family/carer involvement in OCD- 
related symptoms is common, and that family members/carers tend to try and help 
the person experiencing OCD symptoms related with their OCD, such as with the 
rituals or behaviour they use to cope with their OCD.
There is little research into why some family members and carers get involved with 
the OCD symptoms and others do not. Understanding the factors associated with 
family/carer involvement will increase our understanding of why some family 
members/carers accommodate (or respond to) the OCD symptoms more than others. 
This will help clinicians to develop family/carer interventions for OCD to target 
these factors and improve treatment outcomes for people who experience symptoms 
of OCD.
What will I have to do?
• You need to be aged between 18 and 65 and have lived with the person 
experiencing OCD-related symptoms for at least six months.
• For you to take part, you will need to read this Information Sheet and a 
Consent Form carefully and agree to take part in the study.
• The person you live with who experiences symptoms of OCD needs to have 
provided consent and have completed some questionnaires. They will be 
asked to generate a code which they will give to you. The code will allow you 
gain secure access to your questionnaires online. Please complete your part 
of the survey within two weeks of your partner/family member 
experiencing difficulties related to OCD completing their questionnaire.
• You will then be asked to complete some questionnaires. The questionnaires 
will ask you about aspects of your wellbeing (such as your mood, your 
worries etc). The questionnaires should take no longer than 40-45 minutes to 
fill in.
• As a token of appreciation, people who take part in my research will be 
entered into a prize draw for a chance to win high street vouchers (£25, £15, 
and £5). If you wish to be entered, please contact me, Lucy Hale, on the 
details at the end of this form.
Do I have to take part?
No, taking part in this study is entirely up to you. If you are unsure whether or not to 
take part, you can contact me for further information and I will be happy to answer 
any queries.
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Even if you agree to take part, you can choose not to answer some of the 
questions in the questionnaires. Whether or not you decide to take part in this 
research, your decision will have no effect on any care or treatment you are 
receiving, or will receive in the future.
How do I agree to take part?
In order to take part you complete a Consent Form which states that you have 
understood what the research is all about and that you have had the chance to ask me 
any questions before participating.
Does what I sav get shared with anvone else?
Your answers to the questions will be completely anonymous. This means that, 
when you submit the questionnaires, your responses will be anonymous, and I will 
have no way of tracing who you are. For this reason, you will be unable to withdraw 
from the study once you have submitted responses to the questionnaires.
My research supervisors will have access to all participant responses to help me 
ensure I am conducting the research properly and according to ethical guidelines. 
Their names and contact details can be found on the last page of this form. Nobody 
else will have access to the information you give me during the research.
All information gathered during this research study will be stored securely in 
accordance with the Data Protection Act 1998 and will be destroyed ten years after 
the study has ended.
What happens when the research studv is completed?
This piece of research will be completed in July 2013. I will seek to present and 
publish the findings of this research once the study has ended. All findings will be 
anonymous. If you would like to receive a summary of the results of the study 
after it is completed, please let me know, using my contact details on the last 
page of this form.
What are the benefits of taking part?
The research provides an opportunity for Clinical Psychologists to gain a better 
understanding about people who experience symptoms related to OCD and the 
impact this has on people close to them.
Changes to health services are based on the findings of research studies. It is only by 
researching real people and real issues that we can gain a better understanding of 
those issues. Your input to this research into carer involvement in OCD is therefore 
vital. While you may not see any immediate change or benefit to yourself or the 
person you live with, you will be contributing to an important piece of research that 
will improve the health treatment and services of others in the future.
Are there anv downsides of taking part?
We do not anticipate any risk to your physical wellbeing by taking part in this study. 
You may find some of the questions in the questionnaires quite personal. My 
intention is not to be intrusive by asking these questions, but to get a better 
understanding of how involvement with the OCD symptoms works. If you find any
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of the questions uncomfortable to answer or upsetting in any way simply leave this 
and move on to the next question.
Many people find thinking about their experience of living with someone who has 
OCD-related difficulties helpful, but others may find it brings up upsetting feelings 
or memories. If  this happens and you would like some support afterwards, then I 
would be happy to talk about this with you. Alternatively, you could also contact one 
of the OCD support organisations, who are experienced in offering advice to 
individuals with OCD and their carers, such as OCD-UK and OCD-Action. Your 
wellbeing is of utmost importance to us.
What if there is a problem?
If you have any concerns about any aspect of the way you have been treated during 
the course of the research study, then you can contact one of my supervisors. Their 
names are Dr Clara Strauss and Dr Blake Stobie. Their contact details are the end of 
this form.
Has the research been approved bv anv committee?
The study has been given a favourable opinion by the Faculty of Arts & Human 
Sciences at the University of Surrey Ethics Committee (reference: 732-PSY-12 
(FEO/NHS)) and also the South East Coast (Surrey) NHS Research Ethics 
Committee (reference: 12/LO/0053).
Thank you for taking the time to consider participating in this study.
CONTACT DETAILS 
Research being conducted bv:
Lucy Hale, Trainee Clinical Psychologist 
University of Surrey, Department of Psychology,
Guildford, GU2 7XH.
Email: l.hale@surrev.ac.uk 
Mobile: 07585285279
Please contact me via email. If you wish to speak to me directly then please leave a 
message on the mobile number above and I will contact you as soon as I am 
available.
Supervised bv:
Dr Clara Strauss (Chartered Clinical Psychologist) 
University of Surrey, Department of Psychology 
Guildford, GU2 7XH 
Email: C.Strauss@surrey.ac.uk 
Telephone: 01483 68 9441
Dr Blake Stobie (Consultant Clinical Psychologist)
99 Denmark Hill
London, SE5 8AZ
Email: blake.stobie@kcl.ac.uk
Telephone: 020 3228 2101
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APPENDIX F: CONSENT FORMS
Consent Form for Individuals Experiencing Symptoms of OCD
The Involvement of Others in Svmptoms Related to Obsessive Compulsive
Disorder (OCD).
To participate in this research, please read the statements and tick the box below.
Researcher: Lucy Hale
Supervisors: Dr Clara Strauss and Dr Blake Stobie.
• I have read the Information Sheet and have been given a chance to ask questions.
• I have read the Information Sheet and understand what the project is about, 
where and why it is being done, and how long it will take. I have been given 
information by the researcher of what I will be expected to do. I have been told 
about any possible emotional distress that taking part in the research may cause 
me, and have been offered support should this happen.
• I understand that my decision to take part in this project is entirely voluntary. I 
understand that this project is being undertaken by the University of Surrey and 
that whether I decide to take part in the research or not will have no effect on any 
support I am accessing, or will access in the future.
• I have been given the opportunity to ask the researcher questions about any part 
of the project and have understood the answers to all of the questions I have 
asked.
• I understand that all data will be anonymous and will be held and processed in 
the strictest confidence and in accordance with the Data Protection Act (1998).
• I agree that any responses I give can be used in analysis, even if I do not 
complete every question in the survey and leave some questions out.
• I understand that participation in this study is voluntary and understand that I 
cannot have data withdrawn once I have completed the survey as my responses 
will be completely anonymous, so the researchers will not be able to tell which 
responses I have given.
• I give permission for the person who has being living with me for at least six 
months to answer some questions about my well-being and I am happy for them 
to take part in the study if they wish to.
• I understand I will not receive individual detailed results from the answers I (or 
my carer) provide, but I am happy for the researcher to write about and publish 
findings as long as my responses remain anonymous.
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If you would like to receive a summary of the results of the study after it is 
completed, please contact me using my contact details at the end of this form.
• I give permission for the anonymous data I provide to be analysed for this 
research and as part of related research projects in the future.
I agree with the statements above and consent to taking part in this 
research.
Contact details for research team:
Lucy Hale, Trainee Clinical Psychologist
University of Surrey, Department of Psychology, Guildford, GU2 7XH.
Email: l.hale@surrev.ac.uk 
Mobile: 07585285279
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Consent Form for Individuals who Live with Someone with OCD
The Involvement of Others in Svmptoms Related to Obsessive Compulsive
Disorder (OCDL
To participate in this research, please read the statements and tick the box below.
Researcher: Lucy Hale
Supervisors: Dr Clara Strauss and Dr Blake Stobie.
• I have read the Information Sheet and have been given a chance to ask questions.
• I have read the Information Sheet and understand what the project is about, 
where and why it is being done, and how long it will take. I have been given 
information by the researcher of what I will be expected to do. I have been told 
about any possible emotional distress that taking part in the research may cause 
me, and have been offered support should this happen.
• I understand that my decision to take part in this project is entirely voluntary. I 
understand that this project is being undertaken by the University of Surrey and 
that whether I decide to take part in the research or not will have no effect on any 
support I am accessing, or will access in the future.
• I have been given the opportunity to ask the researcher questions about any part 
of the project and have understood the answers to all of the questions I have 
asked.
• I understand that all data will be anonymous and will be held and processed in 
the strictest confidence and in accordance with the Data Protection Act (1998).
• I agree that any responses I give can be used in analysis, even if I do not 
complete every question in the survey and leave some questions out.
• I understand that participation in this study is voluntary and understand that I 
cannot have data withdrawn once I have completed the survey as my responses 
will be completely anonymous, so the researchers will not be able to tell which 
responses I have given.
• I understand I will not receive individual detailed results from the answers I 
provide, but I am happy for the researcher to write about and publish findings as 
long as my responses remain anonymous.
If you would like to receive a summary of the results of the study after it is
completed, please contact me using my contact details at the end of this form.
• I give permission for the anonymous data I provide to be analysed for this 
research and as part of related research projects in the future.
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I agree with the statements above and consent to taking part in this 
research.
Contact details for research team:
Lucy Hale, Trainee Clinical Psychologist
University of Surrey, Department of Psychology, Guildford, GU2 7XH.
Email: l.hale@surrev.ac.uk 
Mobile: 07585285279
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APPENDIX G; DEBRIEF FORM
The Involvement of Others in Symptoms Related to Obsessive Compulsive
Disorder (OCD).
Thank you for taking the time to complete the questionnaires.
As you know the aim of my research is to explore factors affecting carer and family 
involvement with someone close to them with OCD-related symptoms. 
Understanding the factors associated with family/carer involvement may increase our 
understanding of why some family members/carers accommodate (or respond to) the 
OCD symptoms more than others. Taking part in this research will help clinicians to 
develop family/carer interventions for OCD to target these factors and improve 
treatment outcomes for people who experience symptoms of OCD in the future.
If you have any questions or concerns following your participation in the study, 
please do not hesitate to contact me. My contact details are at the end.
This piece of research will be completed in July 2013. I will seek to present and 
publish the findings of this research once the study has ended. All findings will be 
anonymous. You can visit the University of Surrey library as a day visitor if you’d 
like to read any of the journals (you won’t be able to take any books or publications 
away with you, however). I can you give you information about how to do that.
If you would like to receive a summary of the results of the study after it is 
completed, please let me know, using my contact details on the last page of this 
form.
I would like to thank you again for your time.
Lucy Hale 
Trainee Clinical Psychologist 
University of Surrey
CONTACT DETAILS 
Research being conducted bv:
Lucy Hale, Trainee Clinical Psychologist 
University of Surrey, Department of Psychology,
Guildford, GU2 7XH.
Email: l.hale@surrev.ac.uk Mobile: 07585285279
Please contact me via email. If you wish to speak to me directly then please leave a 
message on the mobile number above and I will contact you as soon as I am 
available.
Supervised bv:
Dr Clara Strauss (Chartered Clinical Psychologist)
University of Surrey, Department of Psychology,
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Guildford, GU2 7XH.
Email: C. Strauss@surrev.ac.uk 
Telephone: 01483 68 9441
Dr Blake Stobie (Consultant Clinical Psychologist)
99 Denmark Hill,
London SE5 8AZ.
Email: blake.stobie@kcl.ac.uk 
Telephone: 020 3228 2101
Further Useful Contacts:
OCD-UK
Website: http://www.ocduk.org/
Telephone (Support Queries): 0845 120 3778 
Email: office@ocduk.org
OCD-Action
Website: http://www.ocdaction.org.uk/
Telephone (Support Queries): 0845 390 6232 
Email: support@ocdaction.org.uk
Anxietv UK
Website: http://www.anxietyuk.org.uk/
Telephone (Support Queries): 08444 775 774
We would advise you to contact your GP if you would like information on local NHS 
provision for OCD-related difficulties.
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APPENDIX H: ETHICS AND RESEARCH AND DEVELOPEMENT
DOCUMENTS
This Appendix consists of:
• Documents from the Ethics Department at the Host University;
• Relevant NHS Research Ethics Committee Documents (favourable opinion letter 
and approval of two substantial amendments);
• Research and Development Documents (favourable opinion letters from the two 
Trusts in which recruitment took place).
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Chair’s  Action
of Afts and Human Sciences
Ethics Commitlee
Ref:
Name of Student: 
Title of Projet*
Supenmsof:
Date of submission:
732-PSY12 FEO/NHS)
Carer Involvement with the Symptom» of 
Ot^essive Compulsive Disorder (OCD): the 
Role of Distress Tolerance.
12^ MARCH 2012
The above Prc^eot has received a favourable ethica! opinion h'om the NHS Health 
Research Authority and expedHwus fawurable ethical (pinion has now be«m graMed 
by the Faculty of Arts and Human Sciences Ethics Committee.
Sorxsd: y
Dill Adrian Co$%  ^
Chew^
Dated: *2*^ M, '2.
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f  UNIVEK5ITY OF
# SURREY
Dr Adrian Coyte
CW r Faculty of Artm and Human ScHmc#» EttdcaCommittee University of Swrrey
Trainee CImical Psychologist 
School of Prychology 
Uni vetsitv of Sunrv
faculty of
a m  and Human Sôaota*
faoArOMka a e faycv; tXHUK
1:
f.a*l%i*a;WMse
www$wmry.#c.w&
12* March 2012
Reference: 73T^PSY12 (PEO/MfS)
Title of Project Carer lovolvemenf with the Symptotns »f Obsessive Compulsive 
Disorder (OCD): The Role of Dist ress Tderaoce
Thadi you for your stAmission of the above prt^xtsal.
T1%e Faculty t^Arts and Human Sciences Ethics Commtttec has mcnvgivtn a ÛMMiraWe 
ethical opintom.
If there are any significant chmtges to your proposal %-hieh requite further scrutiny, please 
contact the Faculty Ethics Committee belbre proceeding with your Project.
Yours #mcerely
Eh Adrhm Coyle 
Chair
120
YEARS A MsWnr tW shaping the luture since 1891
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Fmcwgy ûf Alts and Human Sdences
' Eth*% Comn#ee
Chair's Action for amendment
Ref:
Name of Student:
Title of Project:
Supewsor:
Date of submission of 
amwdment:
7324>SY-12 (FEO/NHS)
Carer InvWvement in Obsessive Cwnpulsive 
Disorder (OCD) (FEO given 12/03/2012)
15^ JANUARY 2013
The amendment to the above Project has received a favourable ^ ic a l  opinion from the 
OCD CharWes and su^xxl organisations and eiqteditious favourable ethicai opinion 
has now been granted by the Faculty of Arts and Human Sciences EtNcs Committee
f^ KArssor Bertram C^pitz 
d h a i r  ^
Dated: />’
2 9 1
@1 Vanuary 2012
G S a
Health Research Authority
NflES Committee South East Coast * Surrey 
Room 4*  Floor WeU 
Cmaong C«NK Heophoi. 
Fyrnam Palmce Road, London weeRF
Talephom: C20 3311 7283
MimiWf###*
Trainee Clinical PsychologisI
Surrey and Bord»r% NHS Fwndatxm Tru^
Department of Peychotogy
University of SurreyGuWofd
GU2 7XH
Study tMe:
REC reference: 
Protocol number:
Cerer tmrohwmient wHh the Symptoms ot
Compulsive Disorder (OCD): The Rote of Distress 
Tolerant*
12/10/0053
N/A
The Research ElNcs Committee reviewed the above aMaHcaHon at the meetir% held on 17 
Jarwary 2012. Thank you (or attending to dkcws the study.
Ethical opinion
Efécai issues raised and cNscussed by ^ e  committee in private discussion together with 
respcmses given by you when mvited into the meeting. Members tfianked you for anen#;g 
to discuss the study.
I  The comnuttee asked you who will be funding the prize: you explained th^ she has 
aE200 grant and that vAI go towards the prize fund.
8. The commigee explained that there should be a senteree to allow the cared tor to 
give pwmésion fw dwir carers to tak about (hem. You agreed, 
m. The comnWtlee wanted more darmcation on the diagnosis on pg 72. You agreed,
w. The committee ex^alned that en debnet the word "wWC should be changed to 'may'.
You agreed.
Researcher/ resear^ team teft the room
The members of the Comn^ee preswt gave a favourable edikW opmion of the above 
research on the t)asis deso^A)ed in the application lorm. protocol and supporting 
documentatkxt. subject to the condmons specified b^ow.
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E*hlc#l review of reeeiHch wteë
NHS Sites
The favourable opinion applies to a# WiS SA@s tak parf In the study, sub#ci to
management pwmission being Nxained horn W  NMS/HSC R&D office prior to the start of 
)e"Con{gtionsofthefavowaMeop(ron below).
Conditions of the favourable opinion
The favourable (pinion b  sut^ecf to (he (o#ow«ig condWons being met prior to the start of 
the study.
fwfanaoement permission or aooroval rrwst be otatained from each host organisation prior to 
the sAart of the studv at the srte concerned.
Management permésion APproMsn shoWd be sought from eg NHS organtsetions
tnvotvectkt tttestwoYér accordance w #  NHS rKeerch governance an-angemerKs.
Guidance on wpiying for NHS permisAm for rweatch Is availaWe in the kdegrated 
Research Application System or at httDJ7www.rdfwum.nhs.WL
Where a  NHS orgaraseborr b rota ê) (he sfuc^ g; iWfed to â^rtffiyèng anp nptlemrg poterhW 
pardctpards 10 research sAes nterdoparx idOr)#cabon centre"), gwdanoe showlObe soighf 
Aom(heR&Oot%eonthemtbmia(for)(trerpr/restogfvepermâsion(Or(tNsac.frfy
Ay rxm-NHS ages, sAemartagerrrentpermésiorr should be obtairred to accordance## the 
procedures of the reiOvant host organàatron.
Qgonsors are not recpwed to noh'^ the CommAtee of approval (Tom host orgarNsabor»
TTw Gommitfee gave a favour:6le opinkm of the application (with adWtionai condWlons) 
^oeAdmerAs requested
1. A) debrief the word "*#' shouW be changed to "may".
2. There should be a sentence to aHow the cared for to give perrrmssion lor their carers 
to txUk about them.
3. ki the PIS, the sentence should that the study has been given a favourable opinkm 
rather then been approved.
N I* reapom^bMlty of ftre tqwneor to ensure (hat all the conditions are cowAPlled with 
before Ihe start of the study or Its inltlstion at a particular she (as appflcal>le).
You should ntWhy the REC In wrhing once all conditions have been met (except for 
Wte sfrprovals frwn host organisations) rmd provide copies of any revised 
documentation with updated version numbers. Confirmation should also be provided 
to host organisation* togeifter with relevant documentation
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Approved document#
The docunwAs revie*ved and approved a* * e
Ùxument I Version |D&e 1
iAdvenisemeni P {16 December 2dti |Covering Letwr jtSDecemberiÿïi |
Evtdenoe of insurance or Wemnily |o8Juÿ& li !
tnvestigatorCV 1 1l6becwi*ef%ii i
Other CV for supervisor ll6Decembër20it |
. Other Oetx ief form }16 December 201Î |
OAer: Non-vaktated oumikinnaire- Demographic and scmeNng 
questiona
t 1 tS lÜeoembe'' 2011
Participant Consent Form 1 (iGDeoembyiK^
Paniclpam tnformaticm Sheet: People wMh OCDmnKne vorskm 1 lia December 2011
! Participant WormaAqn Sheet: People with OCD,paper vweloa 1 |iGDecembe'20ll :
jParticipanl Irdormwion Sheet: Carerswdine verWon Î |l6December20ii!
It^mcipant information &wet: C aw sp a^  version i |ïG December % ii '
iPriîtocœl 1 16 Decenter 2011
{owestionnwre: Ofasessive compulsive inventory-fevlsed 1
jOuestionneife: Depression anxiety and stress scale 1
lOweatlonneim: dWess tolerance scale } ’ Î
Ouesfiortneife I isiiieoenAerZBit !
Ouesdormaire | i6Decemoer20ti
OueatloDmaire:iPenriSateW^ |1 IS D o c e n w ^ t
RECratpkadoi) |1 ISD écam bë'^i :
Aefereiw or other edenWNc chlioue report | 31 October.#14
Membership of the Committee
The members of die Ethics Committee who were presem at the meeting are Rsted on the 
attached sheet.
Statement of comptaiwe
The Committee is oonstiWled in accordance with tfie Governance Arrangements for 
Research Elftics Committees and complies fuWy with tfm Standard Operating Procedures for 
Research Ethics CommAtees in the UK.
After ethical review
The attached document "After ethical review -  guidance for researchers' gives detailed 
guidance on reporting requiremeras for stucBes with a favourable opinkm, inctuding:
« hfotifying substandai amendments 
» Adding new sites and investigatofs 
» Notification of serious breatAes of the protocol
* Progress and safety reports
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* NoWykigtheendof m*Audy
The NRES website also preWdes gw«««oe on l charges Ml repothng; , tWiich is iqxlated In the %;ht of
You are im/*ed to give your view ot the wrWoe that you have received from the National 
Research Ethics Service and the ^iplicatlon procedure, tt you v ^h  to make your views 
known ^Aease use the feedback form avsWile on (he website.
Further Information is available at Naakxwd Resmeoh Ethk» Swt^ce websAe > After Review
iz&owm Pfeeee qtKi$e %hle number on #M correeoondence |
With the CommAiee's best wishes for the success of Ak project
Yours shcerely
PP
■0 ,-0 '
Prof David RueselWones
Chair
EhoWures;
Gppyl
üsf of rwnes andproflBssions of members who were present af (be 
meefrhg and fbose who sWwnrifed wvAfen comments 
"After efbrba/review-guidance for researcbers'/SL-ARzy
wnSem ErAon
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I February 2012
c s a
Wea/f6  Research Aufhorffy
NRES Committee South East Coast - Surrey 
Room 12. 4@) Floor Ww: Owing Cm» MooproA FWhem Pi^ ace Road, 
London 
W68RF
Tal^ lhone 020 33t 1 7263
Trainee CWcaü Psycfwiogist
Surrey end Borders NHS Foundation Trust
D ^rtm en t ot Psychology
University of Surrey
QuHcKord
GU2 7XH
Full title of study:
REC reference number: 
Protocol number: 
EudraCT number:
Carer InviWvement wNh the Symptom# of Obsessive
Compulsive Disorder (OCD): The Role of Distress 
Tolerance.
121.0/0053
N/A
TTiank you tor your letter ot 01/02/2012.1 can conGrm (he REC has received tf% documents 
listed below as evidemoe of complience with the approval condAions detailed in our tetter 
dated 17 dzmuery 2012. Please note these documents are for information only and have not 
been reviewed by the committee.
Document* received
The documents received were as (oHows:
iDocumenf (tbrsbm iDafe
Icovedng Letter 1 jot Fetxuary 2012
Omen Debrief fwm |2 (31 January ^ 2
IPerBopanr Mormation Sheet: OCD patient j2 ^  Januzy # 1 2
Perricbant Information Sheet: carer 12 j31 January 2012
Pantcpant Wormatron ^reel: OCD patier# r jai Jar^aiy 2012
jPenebent Informetiw Sheet: carer -online |2 |31January2012
You shoiAd ensure that the sponsor has a copy of the final documentation for the study, 
the sponsor's responsibiüty to ensure that the documentation is made available to R&D 
offices at all partlcioating sites.12/L0mos3
Yours sincerely
Please quote this number on #M correepondence
Committee Co-ordinator
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csa
WeaW) Re^earc6
NRES Committee South East Coast » Surrey
HRA
RewMWCh BNc» Comm*l##{REC) Lomdom Cemlr# Ground Row aOSWplon Houo# 
London Road 
London SEieiH
TW: 020 7*722580 
Fee 020 797 225*2
!Oc%ber2012
m m
Trainee dWcal Pt^chologW
Surrey and Bwdeis hbIS Foundation Trust
Departm«it of Psychology
University of Surrey
Guildford
GU2 7XH
Study tWte:
REC reference;
REC Amendment number; 
Amendment number: 
Amendment date:
Carer Involvement with the Symptoms of Otteeselve
Compulsive Disorder (OCD): The Rote of Distress 
Tolerance.
12/LCW0053 
AM01 (our reference)
2
26 September 2012
Thank you for «Axnitbng the above amendment, which was received on 28 SeptmrAer 
2012. I can oonNrm that tfes is a valid notice of a substantial amendment and be
raviewad by (he Sub-Committee of the REC its next meeting.
Documents received
The documents to be reviewed are as fo&mws:
{Document Iverslon (Date 1
{NotK* of Sutxwardtel Amendmete (non-CTMPs) |2 |#Sem @ qÂw20Î2l
jCovenng Letter |«mek 1 1
Notification of the Committee's decision
The ComrNttee w# iasue an ethical opinion on the amenAmmt within a maximwn of : 
days from the date of recek*
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R&D approval
AM mvesbgetofs and research coNabomlof* In the NHS should no#y Ae R&D ofRce fw the 
relevant NHS cam organisation of IN» amendment and check whethw * afkcts R&D 
8pprov«M for the research.
12/LO*W3;______________________Plsas# quo*# tW# number on Wl correspondemc*
Yours sincerely
MrTo*vB«%*ry
Assistant Committee Co-ordinator 
NRESComm*ba.SECos
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E wiMjwjywMIza
NRES Committee Sooth East Coast - Surrey
Bn*WR«NMNM«hBhic»CtHwnM#0 Centre 
WmWrlw* 
UweHSbekB 
LewWwMeed Brew 
BS12NT
Tel: 0117 M2132» 
Fee 0117342 0*45
17 January 2013
Miniiiikiuj i  liek
TrWnee CNnicei Peychologist
Surrey and Borders NHS Foundation Trust
Department of Psychology
University of Surrey
GuWdfordGUZTW
Study title:
REC reference; 
Protocol number; 
Amendment number: 
Amendment date; 
IRAS project 10:
Carer involvement with the Symptoms of Obsessive 
Compuisive Disorder (OCD): The Role of Distress 
Tolerance.
12/LO/D053N/Â
Number 3
30 November 2012 
*4366
The fdxive amanrknent was ravlewad by the Sub-Comndttae k  correspondence.
ElhlesI opinion
The members of the Cixnn#ee tedung part In the review gave a favoumAle ethical opinion 
of the amendment on the bask described In the notice of amendment Axm and stqiporting 
docwnentation.
Approved documents
The docwrrwds reviewed arxl approved at the meeting w«e;
1 Decument {lAasron jôote 1
{Protocol |3 |04 Decwnber 2012 I
{Notice of Substsnbal AmenAneit (norMDTIMPs) {Numbers |30NovenAer2012]
{YouTube Clip 1 { {
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Membership of A* CormNMw
The n o ’T,ber‘ of me ConvnMee w : m (he revfew are WedontheeKached
R&D approval
AWmve«BgakMendnMearchco#aboi'abMlnlheNHSshoWdnotNy(heR&DofRcekMrthe 
relevant NHS care organisaNon of We amendment and check whether It aOeck R&D
approval of the research.
Statement of compliance
The Commktee is constituted in aooord&ice wlA the Govwnanoe Ammgements for 
Research Ethics Conm#eae and compkes W y wRh the St»idafd Opwetlng Procedures h*r 
Resemch Ethics Committeas In the UK.
We are pleased to welcome researchers and R&D staff at our NRES committee memt)er«' 
training days -  see details at httoV/www. hra.nhs.uk/hra-tralnlr»a/
wncenw
Mmw# quote this number on all conespondence
P r o f  OavkI R u s s s i W o n e s  
Chair
E-ma* nrc*committee.sccoa$t-mrTfy@nhs.ncl 
BadoauresL
Opyar
U$fofnamesandpM^iMa*)nsofmem(>ers wAofookpadAthe raWaw
Ouiiij aiji!/iawui"i'i'''!'iiaiwiiriwyiwwini i%unË
Tmaf*a##ma#m###isaWeW^
ArkiaamSi BhkaCeon#»» eiWitVW*r*#M#aSh Re#wreh*ua%)aiy
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TnwrweCMKai Oept
Umiwaqwy of SwrmyCwkMwoGU2 ?W
0SSa#W9«f20l2
  limy
Tet-efFPWSRIiW Fax gmmmfigmmm
Oemr mm
RECI**
Carw h*vo(v*m»nt wMh *h# aymptom* of Obaewfv* Gompwkhf# 
Di$orO*r (OCO): *h# rok of dW*«## tolomnc*
SBP15Ê
f2/LOWOS3
Thwik you Ay euOmk(ir% e# ^  reqiàwf documentation neletirig to th« above «tudy (or Trust R&D eww/al
t *hte to conWn that the study has fuH Trust approval provkKmg the Research Agreement for ttüs 
s&dy *  dgnedemd ndwmad aaxsdmg^ The jW%yowd|yanWdndak« o h ÿ to  me 
protocol V. 1 dated 16 Decemtier 2011, the NhsR&D Form arxf the S$l form for this Trust. Any 
devndrom Awn these documents will be deemed to invslidate th« approvW. The study must tae 
cwxhicW secording to the Depanmerd of Health Research Governance Framework for HeWlh 
and Soda! Care at http;//www.(#i oov.uk. /Wrna&nal a«%@sedmW%Tnawrnwütyt&Mdedtn 
ao«xd*m*w%htheC%M8fhokMaon/kâ<19a%, ThelWHS iCodeofCkrnmdenKd^andCüAÿoaM 
Rrarcipals.
Reapon*H##des:
Permission ts ipanWd onty Ib rthexaes astywcAedm  the 
ExferWon to other sites within the Trust may requka further aptxov^.
S SI Form this Trust,
ft k  the responsWity of die Ctwef Investigator to ensure that the study is carried out in accordance 
with the protocol and * e  Nationai Research Ethics Service (NRE8) approval. Amwidments, 
incWding extendmg the protect to other Trust sites may require further approval All amendments 
should be submitted following NRES procedures and copies, irrcluding ttw favouratile opinion, sent 
to the Trust R&O Odlce.
must take appropriate urgent safety measures in order 
ly immediate hazard lo their health or safety Notification 
he relevant authorities and ttie R&D OtRce as ^ reed  in 
and Hie Trust
The spormor and / or the chief 
to projet research participants against 
of any such scHon must be submitted to 
the letter of agreement betvreen the
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The proiea mu# be exenpWed WMm the ee e #  out in the EWce eppKcebon. If the
pnyKt continue* out of (he limeerni* mgmed, ne* pemikmon(») muet be #(xt and obtmlned
The Otief irweebgelor I# to comply e #  the monâoitg mrenQemenle the Ttuet by eubmWIng 
queMehy lepotte: s  tempWe be eent to you for your reoonfe. AM pubHcebon* retmUny to the 
etucly, and e Rnml repoft for tNe p r o ^  to be eent to the Truef# R&D Office. Kjrxëy ako eubm* e 
copy of the end of prqlect notlNoetion eubn#ed to NRES
A# extern# researcher# who eeek ecoeee to the Tmet In reWon to thk eludy w* need to obtmln ar 
honofetytMemfchconb3#byeu*M#hgemeeenApee»port.lf»PPropWe. end be leeuedwithe 
#MMNWt* of ecomw bekm wWhng Ttuet premieae. Reeeerchere who heve m contnMfuel 
(Wabonehip with en KMS body #tould eubm# the reteyent documentation end requee* * NHS to 
NhK fetter of eccee*. Appbodione cen be ecœeeed on:htlD:/Aew*.ukcroom/w)ulationaowMTtanoeAeeeerohoeeeoortf
AS partiee to (em&mhee themeehes end comply wUh Tnmt R&D pdicêm end pmcedieee, ewebeble ontheTtu#w#NdW:
hte:A»»ww»jtfi'liipniiliii iM(|ii>:iiB'liaffi)l ,iiMe##me#eewul Uluii P (liLl'ggS
f^Atmtocomply with anyoftheeAovemeyrneüKirttiiAhdrewel ofTmet #tproy#
Pleeee do not heeitete to comect me K you wwh to diecuee eny eepoct of thk epprovel.
l%wehyouwe#w#tyouretwdy.
Youre Truly
R&DAtaWorOnoehMofAeR&OOmw
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0 K
g# :
Date of penni»»lon: 28*’ June 2012 
Name of PI;*
Research and Development
NpWN
Address;
Department of Psychology
GtdkKord
(%)27XH
mm mmm
hheli 0 #*way*#uk 
Bem'Wa'fK*.
Study tWe; Carer involvement in Obsessive Compulsive Disorder |0€D)
Ref: M0W2D12
Thank you for your application to #eaa###a#0W## Trust for re^arch governance approval of 
the above named study.
I am pleased k) bibrm you diat you have the necaKwy internal mid external regulatwy 
appmvek to proceed. DeWk of yo«jr research project and any aaaociatad supporting 
documentation #4* be stored on an Medtronic database admWsWed tryfha R&D Department.
This a$*proval is veKd In thefokoWng Wes:
# *...  I...
The documenta reykpamd for #Ns approval were:
Docwmer# i#wakm Da#
I NHS R&D Form sgnadeectronwaAy) 94366/30^6% 14m,'201
14/127 I
: NHS SSI Form (srgm«ddkG!Ton«8lly) 943660(W61/
6/5%l/13834a/2
38630
14A)3/2D12
31/01/2012
vioatNeHCre^ R-aea-;'' D-oHn notes 123/08/2011 1
Fi .. [2 ! 31/D1/:M12 1
i 1
[06/07/2011 " 1 
I 16/12/2011 1
................................. .. ............................................
Ctiiiaamf Amm-Cwer
...... ..................
1 1
-------- im Q W D ii j
131/01/2012 1
_ Ç .:a an t': .'m ^ O Ç p ......... ....... ........................
Woimdlbn Sheet -  Carer (Paper Version)
1 1 
2
13 ï m ï ^ 2  ! 
13l/0i/imi2 1
htfomMWon Sheet -  CerarfOr*ie Version) 12 131/01/2012 1
1 kifrin@i|lkn Sheet -  ÔCD (Paper Version) l2 13ïm ï/;w i2 1
1 WortWlpn Sheet -  OCD (OnNne Version) 12 1 31/01/2012
1 RecruRmerd Form * S w a n h 1 I6'12a0l1
I Screening Ouestkms and Demogra(Wiic Information i 1 161212011
I Debrief Form 1 2 OlZ»12
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IrAxmWon SheeW. consent, recrWbnent fwms and other documents incWde 
ilogoand WentAar.
The approval c o w s  the period stated in the Research Ethics Committee (REC) ap(dicaition awrxt 
be extended in line with any amendments agreed by the REC. Research must commence 
wiINn 12 month» of the issue date of this letter. Any delay beyond this may require a new 
review of the project resources.
Please alert (he Research and Development OfRce If siydRcant devek)|xnents occur as @*e 
study progresses, whether in relabon to the safety of Indrvlduats or to sdentAc directron.
Please ensure that you ocxrqaly fully with the Departmerrt of HeaNh Research Goverrwmce 
Framewortc, in particuler that you are aware of and fuNy discharge your re»poftslt)(lities in 
respect to Data l^otection. Heabh and Safety, firwKsal prdalty. ethic» and scianliAc quaRty. You 
should refer partlcWar to Section» 3.5 and 3 6 of the Research Govemanoa Framework.
Please ensure that all inkxmabon regarding palients or staff remair* secure and sthcby 
cof^dentlal at a# times. Ensure tteil you understarxf and comply w*h the reqwlrwnents of the 
NMS Cmfldentiallty Code of Practice, Data Protectror* Act and Hurran Rights AcL Unauthorised 
disclosure of Informabon is an offence and such diaclosures may lead to prosecution.
AmenAnent»
Prefect mnendment dwells dated after the kaue of disapproval letter shoWd()eemWed to the
Research and Development Office for formal approval.
tCH-^CP Monitoring
The Tru# has a  du^ to eRsbre dW a# raaeorch I» conducted in accordarxas wWh the Research 
Governance Framework and to ICH-GCP sbmdards. In ord» to w suie compliance the Tru»t 
undertakes random audits R yow pmiecl is sefected you w# be given 4 weeks notice to pnspwe 
a# documerdation for mspecbort. The trust undertakes Kmuaf monitwmg of all research sturhas, 
please rasporxl to any requests for Wormabon. Fabure to do dris wlH result In the susperWon of 
reeearWgovemarrce approval
I wfsh you tuck with your project arxl would tie grateful if you could kdbrm me when (he prcÿ*c( 
iscomvW eorduetobeclosedontNssite.
Yours smcendy.
Research and Development Manager
CC:
Academic Supervisor
304
14** November 2012
NMHbwaçMMÉWi
D^wtmwto* Psychdogy 
UniversMy of Surrey 
GuWdlord 
GU2 7XH
Research snd Development 
im i"gBW'iTOjwa 
1 (BWB'ONiiilia
Trill aittliiafiiiliiMP rw»»itïïB iffliM- «3
mÊÊÊÊÊmàm
Oum' hkuL##!,
Study title:
R&D Ref:
REC reference: 
Amendment number: 
Amendment date;
Carer Involvement In Obsessive Compulsive Disorder 
(OCD)
5007/2012
12/10/0053
2
26m /2012
Further to the Initial study #)proval letter OA 28WK2012, a eubskmoW emendment 2 has been 
received for resean* governance review and approval.
I am pleased to Worm you that tim eubsiantW amerxtrwrv has been approved, end so may 
proceed .I:
The final list o# substantià: amendment dowmanes iWemed and apprwW fmwfWows:
m a sI9ÎQW3| DOCMW#N_____________ :I NHSNoticedf Amendment(a^ped 
I electronically
( 43G6QG790G13/8MM
I REC amendrwnt favMMAle opinion leber 1121.0/0053 AMO# 102012
Conditions of approval 
Specific Condiîîsm
Checks must be made to ensure that there are no links associated with each email 
addrws re^^ened W t the address can be extracted and made available to a third 
party.
General Conditions
The approval covers the period stated in the Research BNcs Commitlee (REC) 
af#catlon and will be extended in line wAh any amendments agreed by the REC. 
Researdh must commence within 12 months of the issue date of this letter. Any delay 
beyond Ws may require a new review of the project resources.
Please alert the Research and Development Office If significant develc^aments occur as 
the sWdy progresses, whether In rekedion to the safety of individuals or to sdenbfic 
direcbon.
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eneuMi that ytxi fuAy the DbpmtWnt of Heaim Reseatcn
Governance Fwnework, in pamcuiar mat y w  are aware of and fuHy dischwge your 
respons&xlities in respect to Data Protection, Heaim arxl Safety, financial ;mAity, ethics 
«md scientific tptWity. You should r^e r In particular to Sections 3.5 and 3.6 of tt% 
R ^ e a r ^  Governance Framework.
Please ensure drat all Wormatkm regarding patiw ts or staff remains secure and shictly 
conRdentW at all times. Ensure that you urxierstand and comply with the requirements 
of the NHS Coi^identiality Code FYacbce, Data Protec^n Act and Human Rights Ad. 
UnW hohsed disdosure of information is an offence and such disclosure may lead to 
proseoition.
Amendments
Prcject amendment details dated after the %sue of this approval letter shA/ld be 
emailed to tfre Research and Develqpment Office for formal approval.
NIHR Adoption
This project has been adopted by the NIHR and as Principal Investigator for this site 
you are responsible for ensuring accrual numbers are siAwnitted to the co-ordinating 
centre for stixfy If you need any support to manage dris please contact me.
ICH-GCPWonltoAtg
The Tn*f has a  cWty to ensure that aS research Is conducted In accordance with the 
ResearoN Governance Framework and to fCH-GCP standards. In o n k r to ensure 
oonvlwtnce the Trust undertWws ranckrm audits. If your prcqec* Is seiected you will be 
gpvtm 4 weeks notice to prepare a# documentation for tn^)ection. The trust undertakes 
annual monitorirtg of aM research studies, please reR)ond to any requests for 
mfomabon. Failure to do this wW result In A e suspension of research governance 
approval.
I wish you kfck vAth your project and would be grateful If you could Infonn me wfwi tf^  
project is complete or due to be dosed tfWs site.
Yours sincere^,
m#
Reaearch and Devek^iment Manager 
GC:AcedwiBc SuperWsof 
Sponsor's PopresenWvo
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APPENDIX I: NORMALITY TEST STATISTICS
Table 1
Summary o f  Normality test Statistics (n=32 unless otherwise stated)
Variable Kolmogorov-Smirnov Shapiro-Wilk
Statistic df P-Value Statistic df P-Value
FAS-SR .20 31 .00 .82 31 .00
lUS .14 31 .11* .91 31 .02
DTS .11 31 .20^* .93 31 .05
OCI-R .12 31 .20^* .97 31 .46*
OCI-R Carer .25 31 .00 .62 31 .00
PSWQ (n=31) .09 31 .20^* .97 31 .44*
DASSD .25 31 .00 .75 31 .00
DASS A .30 31 .00 .69 31 .00
DASSS .15 31 .07* .86 31 .00
Note, df: degrees of freedom; FAS-SR=Family Accommodation Scale Self Rated 
Version total score; IUS=Intolerance of Uncertainty Scale total score; DTS=Distress 
Tolerance Scale total score; OCI-R=Obsessive Compulsive Inventory-Revised total 
score; PSWQ=Penn State Worry Questionnaire total score; DASS=Depression (D) 
Anxiety (A) Stress (S) Scales.
'^Lilliefors Significance Correction.
* Statistic does not deviate significantly from a normal distribution.
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APPENDIX K: HISTOGRAMS FOR EACH REGRESSION MODEL
Figure 1. Histogram for the Frequencies of the Residuals of the Regression Model 
Looking at the effect of the Independent Variable (Intolerance of Uncertainty in the 
Significant Other) on the Mediating Variable (Path a)
I
2 1 0 2 3 4
Regression Standardised Residual
Mean = 7.81E-17 
Std Dev. = 0.984 
N = 32
Figure 1. Histogram of the frequencies of the residuals of the regression model in 
which the independent (predicator) variable is intolerance of uncertainty in the 
significant other and the dependent variable is the proposed mediator (levels of 
accommodation).
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Figure 2. Histogram for the Frequencies of the Residuals of the Regression Model
Looking at the effect of the Independent Variable (Tolerance of Negative Emotion in
the Significant Other) on the Mediating Variable (Path a)
0 1 2 3■2 1
Regression Standardised Residual
Mean = 1.63E-16 
Std Dev. =  0.984  
N = 32
Figure 2. Histogram of the frequencies of the residuals for the regression model in 
which the independent (predicator) variable is tolerance of negative emotion in the 
significant other and the dependent variable is the proposed mediator (levels of 
family/carer accommodation).
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Figure 3. Histogram showing the Frequencies of the Residuals in the Regression
Model testing the Effects of the Mediating variable on the Dependent Variable (Path
b) whilst ctrolling for Intolerance of Uncertainty in the Significant Other
Mean = 1.53E-16 
Std Dev. = 0.967 
N = 3210-
Regressbn Standardised Residual
Figure 3. Histogram of the frequencies of the residuals in the regression mode
showing the effects of the proposed mediating variable (family/carer accommodation 
of the OCD symptoms) on the dependent variable (OCD Symptom severity) whilst 
controlling for intolerance of uncertainty in the significant other.
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Figure 4. Histogram showing the Frequencies of the Residuals in the Regression
Model testing the Effects of the Mediating variable on the Dependent Variable (Path
b) whilst controlling for Tolerance of Negative Emotion in the Significant Other
I
■2 ■1 0 1 2
Regression Standardised Residual
Mean = -1.27E-16  
Std Dev. = 0.967  
N = 32
Figure 4. Histogram of the frequencies of the residuals in the regression mode 
showing the effects of the proposed mediating variable (family/carer accommodation 
of the OCD symptoms) on the dependent variable (OCD Symptom severity) whilst 
controlling for tolerance of negative emotion in the significant other.
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Figure 5. Histogram showing the Frequencies of the Residuals in the Regression 
Model testing the Direct Effect of the Independent Variable (Intolerance of 
Uncertainty in the Significant Other) on the Dependent Variable (OCD Symptom 
Severity; Path c’)
10-
I
■2 1 0 1 2
Mean = 1.53E-16 
Std. Dev. -  0.967  
N = 32
Regression Standardised Residual
Figure 5. Histogram showing the frequencies of the residuals in the regression model 
testing the effect of the independent variable (intolerance of uncertainty in the 
significant other) on the dependent variable is OCD symptom severity whilst 
controlling for the mediating variable (levels of accommodation of the OCD 
symptoms).
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Figure 6. Histogram showing the Frequencies of the Residuals in the Regression
Model testing the Direct Effect of the Independent Variable (Tolerance of Negative
Emotion in the Significant Other) on the Dependent Variable (Path c’)
Mean = -7.63E-17 
Std Dev. = 0 .967  
N = 32
I
■2 1 0 1 2
Regression Standardised Residual
Figure 6. Histogram showing the frequencies of the residuals in the regression mode 
testing the direct effect of the independent variable (levels of tolerance of negative 
emotion in the significant other) on the dependent variable (OCD symptom severity) 
whilst controlling for the mediating variable (levels of accommodation of the OCD 
symptoms).
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APPENDIX L: TOTAL FAMILY ACCOMMODATION SCALE SCORES
Table 1
Family Accommodation Scale Score Frequencies fo r  Item by Item fo r Significant 
Others (n=32)
FAS-SR Item
Never 1 Day 2-3 Day 4-6 Days Everyday
n % n % n % n % n %
I. Reassured my 14 43. 6 18. 5 15. 1 3.1 6 18.
relative that there 8 8 6 8
were no grounds
for concern.
2. Reassured my 16 50. 5 15. 4 12. 1 3.1 6 18.
relative that the 0 6 5 8
rituals performed
took care of the
OCD-related
concern.
3. Waited for 12 37. 4 12. 6 18. 4 12. 6 18.
relative to 5 5 8 5 8
complete
behaviours.
4. Participated in 20 62. 4 12. 3 9.4 2 6.3 3 9.4
my relative’s 5 5
compulsions.
5. Made it possible 19 59. 8 25. 2 6.3 2 6.3 1 3.1
for relative to do 4 0
compulsions.
6 . Provided items 27 84. 4 12. 0 0 0 0 1 3.1
needed for 4 5
compulsions.
7. Helped relative 22 68. 3 9.4 4 12. 1 3.1 2 6.3
avoid OCD 8 5
triggers.
8. Helped relative 21 65. 4 12. 4 12. 1 3.1 2 6.3
make decisions. 6 5 5
9. Helped relative 28 87. 0 0 1 3.1 0 0 3 9.4
with personal 5
tasks.
10. Helped relative 23 71. 1 3.1 2 6.3 2 6.3. 4 12.
prepare food. 9 5
11. Took on 20 62. 2 6.3 5 15. 1 3.1 4 12.
relative’s 5 6 5
household
315
responsibilities.
12. Avoided talking 
about OCD 
triggers.
15 46.
9
6 18.
8
3 9.4 3 9.4 5 15.
6
13. Stopped self from 
doing things that 
could trigger 
OCD.
21 65.
6
3 9.4 2 6.3 2 6.3 4 12.
5
14.1 made excuses or 
lied for my 
relative.
25 78.
1
4 12.
5
2 6.3 0 0 1 3.1
15.1 didn’t do 
anything to stop 
the OCD.
18 56.
3
3 9.4 5 15.
6
0 0 6 18.
8
16.1 put up with 
unusual
conditions in my 
home.
19 59.
4
4 12.
5
1 3.1 3 9.4 5 15.
6
17.1 cut back on 
leisure activities.
21 65.
6
3 9.4 3 9.4 1 3.1 4 12.
5
18.1 changed my 
work or school 
schedule.
25 78.
1
3 9.4 0 0 0 0 4 12.
5
19.1 put off some of 
my family 
responsibilities.
25 78.
1
3 9.4 1 3.1 1 3.1 2 6.3
Note. FAS-SR=Family Accommodation Scale Self Rated Version.
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